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THE PROBLEM OF THE 
GALL-BLADDER * 


By Crecit P. G. WakeELeEy, D.Sce., F.R.C.S. Eng., 
F.R.S. Edin., F.A.C.S. 


FELLOW OF KING’S COLLEGE, LONDON; SENIOR SURGEON AND 
DIRECTOR OF SURGICAL STUDIES, KING’S COLLEGE HOSPITAL ; 
CONSULTING SURGEON TO THE MAUDSLEY HOSPITAL 
AND TO THE ROYAL NAVY 


It might be thought that the gall-bladder becomes 
of interest to the surgeon only when it is inflamed or 
diseased during the third and fourth decades of life. 
This is far from the truth, however, and the more 
we consider the problem of this interesting appendage, 
the more we realise that the gall-bladder frequently 
becomes diseased early in life although toxic mani- 
festations may not become obvious until middle or 
later life. Diseases of the gall-bladder are of interest 
to the general practitioner, the pediatrician, the 
physician, the surgeon, and the pathologist, and all 
play their part in the diagnosis and treatment of 
these diseases. 


Congenital Conditions 


These are believed to be rare, but when con- 
sidered from a broad viewpoint this is far from the 
truth. Four congenital conditions are of interest 
mainly to the surgeon—namely, obliteration of the 
bile-ducts, double gall-bladder, intrahepatic gall- 
bladder, and a gall-bladder with a complete mesen- 
tery which invariably leads to torsion of the viscus, 


OBLITERATION OF THE BILE-DUCTS 


Owing to the fact that more clinical material is 
reported to-day than formerly, cases of congenital 
obliteration of the bile-ducts are not so uncommon 
as was formerly supposed, although it may be said 
that even now only a small proportion of interesting 
clinical cases is reported. Ladd of Boston in 1935 
published 45 cases in one children’s hospital, and I 
venture to suggest that if all instances of this condi- 
tion, which have occurred in the hospitals for children 
in Great Britain, were totalled the number would run 
into hundreds. 

The causative factor is a primary cirrhosis of the 
liver, the result of toxins that have entered the foetus 
via the umbilical vein. The diagnosis should be 
made before the end of the second month of life 
because surgery can cure the condition, but if nothing 
is done all the children die. The main feature is an 
increasing jaundice which appears about the second 
week after birth. It can easily be distinguished from 
icterus neonatorum by the absence of bile from the 
stools and the presence of bile in the urine. Con- 
genital syphilis with jaundice is usually very obvious, 
and the Wassermann reaction quickly settles the 
diagnosis. The operative treatment consists in 
unblocking the common bile-duct which may have a 
plug of inspissated bile and mucus. If definite 
atresia is present choledochoduodenostomy or chole- 
cystgastrostomy is required. 


DOUBLE GALL-BLADDER 


Considered from the developmental standpoint 
one would imagine that double gall-bladder would 


* Delivered before the New South Wales Post-graduate 
Society at the University of Sydney on Dec. 9th, 1937. 
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be quite a common abnormality, but in reality it is 
a rare congenital condition. The gall-bladder itself is 
an outgrowth of the primary hepatic diverticulum, 
and this outgrowth is sometimes bifid, giving rise to 
complete division into two, or the subdivision of the 
fundus. Double gall-bladders are to be seen in 
museums, and each year more cholecystograms 
reveal the condition. 


INTRAHEPATIC GALL-BLADDER 


In about the second month of human fetal develop- 
ment the gall-bladder is quite buried in hepatic tissue, 
and at birth it persists in a small proportion of infants, 
who are found to have complete or partial intra- 
hepatic gall-bladders. Fortunately it is rare in man 
for it gives the surgeon considerable trouble if he is 
not aware of it, and no doubt it accounts for those 
cases reported as congenital absence of the organ. 
Intrahepatic gall-bladders are found, however, in 
certain species, such as the shark, stoat, ferret, pig, 
wart-hog, and many marsupials. The condition may 
persist throughout life, but normally during the first 
year the gall-bladder becomes more prominent and 
tends to leave the liver bed. The amount of liver 
tissue covering an intrahepatic gall-bladder is rela- 
tively small, and the surgeon on diagnosing the 
condition has only to incise this when the viscus can 
be separated. 


TORSION OF THE GALL-BLADDER 


The exact opposite conditions to those found in an 
intrahepatic gall-bladder—a long cystic duct and the 
presence of a mesentery—produce torsion. Although 
a well-formed mesentery is seen in anything up to 
10 per cent. of gall-bladders, yet extremely few of 
these are free because the fundus of the gall-bladder 
becomes adherent to the stomach, duodenum, trans- 
verse colon, or the omentum. I have actually seen 
one case in which the fundus of the gall-bladder was 
adherent to the appendix. These adhesions are no 
doubt the result of congestion followed by inflam- 
mation caused by a partial rotation of-the gall- 
bladder. A partial twist will obstruct the venous 
return but at the same time the arterial supply is 
unimpeded, the pressure in the veins gradually rises 
until rupture of the veins takes place leading to an 
intramural hemorrhage. This congestion is respon- 
sible for the fundus of the gall-bladder becoming 
adherent to any structure in its vicinity. The pre- 
sence or absence of gall-stones does not seem to play 
any part in the causation of torsion of the gall- 
bladder, since an analysis of the reported cases seems 
to show that gall-stones are present in 50 per cent. 
while in the rest they are conspicuous by their absence. 
On the other hand a long cystic duct is commonly 
present and must be looked upon as a predisposing 
cause. Normally the cystic duct is 14 in. in length 
but it may be as long as 3} in. in some cases. 

By far the most commonly affected are elderly 
females who complain of right-sided abdominal pain ; 
this is often not very severe and therefore the correct 
diagnosis may not be made until autopsy. Careful 
examination may reveal a tumour in the right upper 
quadrant of the abdomen and operation should be 
advised in every case, for there should be no mortality 
since the mobility of the viscus renders the operation 
quite simple. This is in great contrast to torsion, or 
volvulus, of the bowel which causes great shock 
and vomiting together with gangrene of the bowel 
necessitating enterostomy or resection. 
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Cholecystitis 

By far the greatest problems that medical men 
have to solve regarding the gall-bladder are due to 
inflammation. It is quite erroneous to think that 
inflammation commences in the adult, for it is really 
a progressive disease that begins with infection 
of the gall-bladder in early life. This infection 
quite often gives rise to biliary colic in middle age 
and if not treated by surgical means will cause serious 
complications in later life. 

The pathology of cholecystitis is still somewhat 
uncertain but during recent years certain facts have 
crystallised out. Blood-stream infection of the gall- 
bladder is quite common, the wall of the viscus 
becoming infected with streptococci. In such cases 
the bile may remain sterile and examination of bile 
by means of a duodenal tube cannot, as some physi- 
cians hold, prove or disprove the presence of chole- 
cystitis. It is quite true that intraluminal infection 
may be superadded on an intramural one, but such 
a condition is nearly always due to coliform organisms, 
which could be isolated by means of duodenal 
intubation. 

It is important to discover which type of infection 
is present—i.e., intramural or intraluminal—for on 
this depends the success of treatment. To-day with 
all our aids to diagnosis this should not prove to be a 
difficult task. Duodenal intubation, cholecystogram, 
and barium meal taken into consideration with a 
complete case-history and thorough clinical exami- 
nation should substantiate each case. 

ACUTE CHOLECYSTITIS 

In far the great majority of cases this is an acute 
exacerbation of a long-standing chronic cholecystitis 
in which gall-stones are also present. The diagnosis 
is easy—the previous history, the sudden onset of 
pain starting at the umbilicus, radiating upwards and 
settling in the right hypochondrium. In some cases 
a large, tender gall-bladder may be palpated, but 
often the mass is so tender that palpation cannot be 
attempted. 

During recent years there has been a _ general 
tendency to advise operation in cases of acute 
cholecystitis and I endorse this procedure for several 
reasons. Firstly, because the operative mortality- 
rate is extremely low in competent hands; during 
the last two years 12 cases of acute cholecystitis 
at King’s College Hospital were operated upon without 
a death. Similar results have been obtained at the 
Mayo and other surgical clinics. Secondly, the 
investigation of fatal cases of acute cholecystitis 
that have refused operation shows that in not a few 
the prominent organisms are those responsible for 
gas gangrene, and everyone will agree that expectant 
treatment here is useless. Thirdly, sometimes acute 
cholecystitis if not surgically treated may lead to 
perforation of the gall-bladder, carrying with it a 
high mortality. Fourthly, acute cholecystitis cannot 
be compared to acute appendicitis, as some clinicians 
would have us believe. The commonest position 
for the appendix is retrocecal and if it becomes 
acutely inflamed it is soon shut off from the general 
peritoneal cavity. Should an abscess develop it, too, 
will be localised and as such, if treated with absolute 
rest in bed, may in some cases subside. The gall- 
bladder when it becomes acutely inflamed is lying 
free in the upper part of the peritoneal cavity and if 
it does become adherent, the duodenum, stomach, and 
transverse colon are the organs to which it becomes 
attached. The oedema caused by the acute inflam- 
mation may block the common bile-duct leading to 
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hepatic congestion which itself displaces the distended 
gall-bladder farther down into the abdominal cavity, 
and if perforation occurs in these circumstances the 
mortality must be high. Early operation prevents 
these complications and therefore should be adopted. 
It is true that patients with acute cholecystitis in 
themselves are bad surgical risks, but prompt pre- 
operative medication, in the shape of intravenous 
glucose, intramuscular injections of calcium gluconate, 
and even a blood transfusion, has gone a long way to 
overcome these and ensure hepatic balance. The 
anesthetic is a real problem in these acute cases ; 
local anesthesia cannot be used, since if pus is 
present the wound is very prone to become infected. 
Inhalation anesthesia is contra-indicated in the 
majority of cases because of chronic bronchitis or 
other chest complication ; gas-and-oxygen anzesthesia 
may suffice in some cases, however, but inadequate 
relaxation may hamper the surgeon’s progress. 
For these reasons spinal anesthesia is often used ; 
the only disadvantage is the fall in blood pressure, 
but this can be prevented quite easily by the use of 
intravenous glucose given at the same time. Relaxa- 
tion of the abdominal musculature is complete and 
the time of the operation is reduced to a minimum, 
Even after spinal anesthesia patients with acute 
cholecystitis are liable to develop chest complications 
and therefore it is important that they should be 
nursed in the high Fowler position and should have 
inhalations of carbogen—mixed carbon dioxide and 
oxygen—three times a day. Any inflammation in the 
region of the liver will hamper the excursions of the 
diaphragm and carbogen is probably the best means 
we have yet at our disposal for ensuring deep 
inspiratory efforts. Its judicious use will prevent 
the advent of collapse of the lower lobe of the 
lung, bronchitis, or pneumonia, 


CHRONIC CHOLECYSTITIS 

Probably there is no condition that gives the medical 
practitioner more trouble in diagnosis than chronic 
cholecystitis. Of course there is the typical case with 
flatulent dyspepsia, biliary colic, and gall-stones 
showing in the radiogram, but it is not the typical 
case that is a problem at all. Chronic cholecystitis 
is often the precursor of such crippling conditions 
as chronic arthritis, toxic myocarditis, toxic nephritis, 
toxic hepatic cirrhosis, to mention only a few, and it 
is in these conditions that the practitioner wants 
some help and requires to know if the gall-bladder is 
at fault. 

The chronic infection of the gall-bladder may give 
rise to no symptoms whatsoever, even although the 
gall-bladder is full of gall-stones. Only too often 
we see autopsies on elderly patients where gall-stones 
are found, but there has been no history or symptoms 
of cholecystitis during life. Again, we must not 
assume that the typical case of chronic cholecystitis 
with gall-stones is the ‘fair, flabby, fat, fertile, 
flatulent female of forty.” With modern aids in the 
diagnosis of disease there is a definite tendency to-day 
to belittle the clinical history and clinical examina- 
tion, and allow the biochemist and the radiologist 
to make the diagnosis of gall-bladder disease. This is 
detrimental to the whole realm of medicine. It is, 
1 am afraid, quite a common thing for a patient to be 
told that the gall-bladder is quite free from disease 
because the cholecystogram does not reveal any 
abnormality, or that there cannot be any stones in 
the gall-bladder because biliary drainage by means 
of the duodenal tube and the administration of 
magnesium sulphate does not reveal any cholesterin 
crystals or calcium bilirubin. Such statements as 
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these show a lack of clinical acumen and keenness 
that is to be deplored. Therefore it is wise for the 
practitioner to consider the gall-bladder “ suspect ”’ 
in middle-aged persons who have some manifestation 
of chronic toxemia, unless some other focus of 
infection is discovered. 

Reasons for increase in number of cases.—There is 
no doubt that chronic cholecystitis is more prevalent 
to-day than during the last century and many factors 
are responsible for this increase. The tendency for 
most middle-aged people to take little exercise ; 
the use of the motor-car, electric train, motor bus, 
and taxi have all played their part in eliminating to 
a great extent any walking, which undoubtedly is the 
best exercise for both the young and middle-aged. 
Again, with the rush of modern civilisation, meals are 
taken hurriedly and no post-prandial rest is taken so 
that gastric digestion is upset. To-day many people 
prefer to spend their leisure hours sitting in a cinema, 
theatre, or watching a football match instead of 
obtaining some form of healthy exercise that will 
benefit their body. 

National Health Campaign as a preventive measure.— 
Let us hope that the National Health Campaign that 
has been started will play its part in the elimination 
of such preventable diseases as chronic cholecystitis. 
The medical profession has a definite responsibility 
towards this campaign. Too often its attitude has 
been in the past to leave it to the public health 
authorities. No one who has the health and happiness 
of the nation at heart can fail to appreciate its 
importance and its possible far-reaching effects. 
It is imperative that the medical profession 
should actively take part and interest itself in 
the proposed measures, because one of the dangers 
is lack of medical supervision. All public schools 
and institutions that indulge in physical training have 
some form of medical supervision and the same is 
true of the services. Moreover, as physical fitness, 
the health services, and nutrition are inseparable 
problems, it is of vital importance that there should 
be some medical representation to guide and direct 
the various organisations and no one is more qualified 
for this than the general practitioner. Not only is 
he well acquainted with local conditions, but from 
his personal relationship with the community he 
will be in an unrivalled position to support and 
subsequently observe and assess the results. 

Diagnosis.—The diagnosis of chronic cholecystitis 
is often difficult because of the presence of a right- 
sided abdominal syndrome, and the practitioner is 
not sure whether the appendix, the stomach, or the 
gall-bladder is at fault. It may be that chronic 
disease of two of these organs may be present at the 
same time. Chronic appendicitis may be the fore- 
runner of a similar disease of the gall-bladder, and 
the same type of organism may be discovered in the 
wall of both these structures. Chronic ulcer of the 
stomach or duodenum may coexist but no definite 
food pains are complained about because the patient 
may take food between meals and so mask the clinical 
picture. There are now many cases on record in 
which all three members of this abdominal triad were 
present and the diagnosis was made before operation. 
It is the duty of the practitioner to see that the surgeon 
examines the appendix, stomach, duodenum, and 
gall-bladder in all cases where a right-sided abdominal 
syndrome is present. Too often we hear of the 


diagnosis of chronic appendicitis being made with 
great dogmatism, operation being carried out through 
a minute incision without any relief of symptoms. 
After some months of further suffering the patient 
The diagnosis 


is thought to be a hypochondriac. 
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of chronic cholecystitis will be made by a careful 
history, a complete clinical examination, followed by 
a cholecystogram and often a barium meal. The 
X ray examination must be looked upon as an 
accessory aid in the diagnosis and is not to be relied 
upon to the exclusion of the clinical examination. 

Treatment.—When toxic manifestations are present 
the treatment is cholecystectomy. Medical treat- 
ment is of no avail except in the pre-operative sense, 
when it plays an important part. Hexamine when 
given in large doses is excreted in the bile but cannot 
have any effect on organisms situated in the wall of 
the gall-bladder. Again the bile may be sterile but 
infection may be present in the wall of the gall- 
bladder. Such focal infection may cause both reflex 
and toxic symptoms. Many cases of asthma, neuritis, 
fibrositis, and chronic myocardial trouble with breath- 
lessness have been cured by the removal of a chronic- 
ally infected gall-bladder. The surgical treatment 
demands not only a removal of the gall-bladder but 
a thorough examination of the biliary ducts, the 
stomach, duodenum, and appendix, for it is only by 
so doing that failures are eliminated and good results 
obtained. Every surgeon has to operate on second- 
hand cases of so-called ‘‘ recurrent stone,’ but in 
reality no such condition exists; it is the result of 
bad and inefficient surgical technique in the first 
instance. 

Practical points.—Although acute cholecystitis calls 
for immediate treatment, the chronic disease calls 
for careful pre-operative preparation if the mortality 
is to be low, the convalescence rapid, and the patient 
cured, Liberal glucose drinks should be given, con- 
taining if need be some vitamins. Calcium gluco- 
nate injections are often useful and play their part 
in ensuring coagulation of blood in the operation 
field. When hepatic congestion is present diathermy 
pads placed over the liver twice a day will soon 
overcome this complication. An ox-bile enema given 
the morning before operation will often prove a great 
help in that there is no abdominal distension whatso- 
ever at the time of the exploration. The anzs- 
thetic problem is settled by the use of gas-and-oxygen 
or Cyclopropane. Avertin may be used in the non- 
toxic cases. Spinal anestheisa is useful in some 
patients and the fall in blood pressure can be con- 
trolled by Icoral. The incision should be a right 
paramedian one, for it is only through such an incision 
that the biliary apparatus, the stomach, duodenum, 
and appendix can be explored. The common bile- 
duct must be explored in all cases, and it is a wise 
surgical precaution to drain the duct with a small 
rubber T-tube for some days. It is only by so doing 
that the so-called “‘ recurrent ”’ stones can be elimi- 
nated and the toxie bile drained from the liver. 
Twenty-five years ago when working for Sir Watson 
Cheyne and Mr. F. F. Burghard I was struck with 
the good results obtained by cholecystostomy, far 
better than cholecystectomy, and this was due in 
my opinion to the complete removal of the toxic bile 
by drainage. The T-tube can be removed from the 
common duct by traction wjthout pain after four or 
five days if the bile is clear and sterile, but if it is 
infected it may be necessary to retain the tube in 
position for several weeks. 

Post-operative treatment is important for the smooth 
convalescence of the patient. An enema is given the 
day after the operation ; about three ounces of bile 
which has collected from the T-tube is mixed with 
an ounce of turpentine and an ounce of olive oil. 
This is then added to an ordinary enema saponis and 
the whole run into the rectum. Flatus is passed and 
often an action of the bowels results later in the day. 
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Following this an hepatic purge is given, and a 
second bile enema in two days’ time. Fluids are 
given ad lib. and the patient encouraged to eat a 
little solid food as soon as possible. 

Importance of pathological examination.—Every 
gall-bladder after removal should be examined both 
macroscopically and microscopically, and it is a 
surgical crime to neglect this. For it is only by 
having a complete microscopical examination that 
early malignant disease of the gall-bladder can be 
discovered, The Table is an analysis of my cases 


Analysis of 700 Cases of Cholecystectomy, 1915-37 


Cases Deaths. 
Diagnosis. 

Total Sex. No pa. Total. 

Acute cholecystitis {if 35! 2 | 18d |} 158 
LA! £2 
Chronic cholecystitis ue 645 { ¥ 10 > 4 ; 9 } 4 
Malignant cholecystitis .. 14 { + a ; “4 ; } 50 
, ” 

Torsion of gall-bladder .. 2 { ‘ 0 7 
Double gall-bladder 1 { 4 i . - 


from 1915-37. The operative mortality includes 
deaths up to four weeks after operation ; this refers 
especially to the cases of malignant cholecystitis. 


SHOCK AND ALLIED CONDITIONS 
A SURVEY 


By J. WALKER Tomes, O.B.E., M.D. Dubl., D.P.H. 


FORMERLY OF THE DEPARTMENT OF PUBLIC HEALTH, EGYPT 


Suock is often confused with the closely allied 
conditions of collapse, concussion, and syncope. 
The term *‘ shock ” was originally used by James Latta 
of Edinburgh in 1795 to describe the state of collapse 
of the circulation following upon severe injury 
(Kinnaman 1903), and since this circulatory collapse 
is the essential feature of shock we may begin by recall- 
ing some of the principal physiological facts about it. 

BLOOD PRESSURE 

Arterial blood pressure depends on three factors : 
(1) the force of the heart-beat ; (2) the peripheral 
resistance ; and (3) the volume and viscosity of the 
blood. Any condition which interferes adversely 
with any one of these will, if of sufficient severity, 
produce a fall in blood pressure, accompanied by 
collapse of the circulation. 

The force of the heart depends primarily upon the 
venous inflow—i.e., the amount of blood enterifig 
the heart in diastole—since ‘* by the law of the heart,” 
the greater the distension of the heart muscle-fibres 
by filling, the more forcible will be their contraction 
(Halliburton and McDowall 1937). The force of 
the heart-beat may therefore be lessened by 
diminished venous inflow. It may also be lessened 
by lowered arterial resistance ; by reflex vagal inhibi- 
tion of the heart itself (syncope); by anatomical 
defects of the heart, congenital or acquired ; and by 
degeneration or inflammation of the myocardium 
from infection or toxzmia, acute or chronic. When 
the systolic blood pressure falls to 80 mm. Hg, 
cardiac contraction begins to weaken. When the 
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systolic blood pressure falls to 60 mm. Hg, complete 
collapse of the circulation occurs and if allowed to 
persist for half an hour it is liable to bring about 
permanent changes, which may be fatal. In such a 
state of collapse, heat-production is reduced by more 
than 50 per cent. (Medical Research Committee, 
special reports Nos. 25 and 26.) 

The peripheral resistance may be lowered by dilata- 
tion of the peripheral arteries and capillaries through 
vasomotor action, and by dilatation of and damage to 
the capillaries through circulation in the blood of 
drugs, chemicals, and toxins—such as carbon dioxide, 
lactic acid, histamine, and bichloride of mercury— 
which cause stasis with subsequent exudation and loss 
of plasma. 

The volume of the blood may be reduced by hemor- 
rhage; by loss of fluid, as in cholera, excessive 
diuresis, sweating, or vomiting; by diminished 
fluid intake; and by exudation of plasma in pro- 
longed capillary stasis. The viscosity of the blood may 
be diminished by increased intake of fluid, either 
orally or parenterally, and conversely may be 
increased by diminished intake of fluid and by 
excessive loss of fluid or exudation of plasma in the 
conditions enumerated above. With a blood volume 
below 80 per cent., the patient shows serious symptoms 
of collapse, while below 65 per cent. his condition 
is critical. (Medical Research Committee, special 
report No. 26.) 

The arterial circulation of the blood being under 
the control of the sympathetic nervous system, we 
may now briefly consider the functions of the latter 
with special reference to the phenomena of shock. 

SYMPATHETIC NERVOUS SYSTEM 

The sympathetic nervous system is dependent on 
the central nervous system and is controlled by 
ganglia situated in the lower part of the wall of the 
third ventricle and upper part of the iter (Romanis 
and Mitchiner 1937). According to Halliburton 
and McDowall (1937) it may be looked upon as adapt- 
ing the body to the needs of muscular activity, 
emotion, and exposure to cold. 

Its most important functions are to increase the heart- 
rate, maintain blood pressure, and to mobilise glucose. 
It constricts the cutaneous and splanchnic vessels (which 
constitute the great blood reservoirs of the body) and 
dilates the blood-vessels of the skeletal muscles. It dilates 
the pupil and causes the secretion of sweat. Most of the 
actions of the sympathetic are also brought about by 
the injection of adrenaline into the blood stream, and by the 
accumulation of carbon dioxide in the body. The apparent 
object of this mechanism is to make available for the 
active muscles a maximum amount of oxygen-carrying 
blood, at the temporary expense of those parts of the 
body whose activity is not immediately required—e.g., the 
skin and abdominal organs. The sympathetic makes it 
possible for the body to use its accumulated stores of 
potential energy without having recourse to its immediate 
environment for anything but oxygen, which it cannot 
store to any appreciable extent, but which is always 
available in the normal atmosphere. 


The sympathetic nervous system is constantly 
receiving impulses from all parts of the body, through 
afferent nerves, both somatic and sympathetic, and 
transmitting corresponding (‘‘ sympathetic ’’) efferent 
impulses through the white rami communicantes to the 
organs and structures innervated by it. Where the 
reception of afferent impulses is blocked (as in spinal 
anzsthesia) the transmission of efferent impulses, 
we find, is correspondingly reduced. In sleep or 
during chloroform anesthesia, owing to the cutting 
off of the flow of normal afferent impulses, blood 
pressure is found to fall by 20 mm. Hg (Gray and 
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Parsons 1912). In spinal anesthesia, where more 
afferent impulses are cut off, the fall in blood pressure 
is still greater. The collapse that is liable to occur in 
high spinal anesthesia is due to the fact that all 
afferent impulses from the abdomen and lower limbs 
are thus cut off, thereby causing vasodilatation of 
the corresponding capillaries, both cutaneous and 
splanchnic, owing to cessation of normal efferent 
constrictor impulses. 

The activity of the sympathetic nervous system 
is specially related to sensation, and to afferent 
impulses which may not reach consciousness. Accord. 
ing to Halliburton and McDowall (1937) all the 
actions of the sympathetic are essentially reflex 
in nature and depend upon afferent impulses which 
reach the system from the external environment or 
internal structures. 

The stimulation of afferent nerves, with the production 

of pain in man, or stimulation in anesthetised animals, 
causes sympathetic activity, which is evidenced by dilata- 
tion of the pupil, acceleration of the heart, and con- 
traction of the cutaneous and splanchnic blood-vessels. 
This effect is a reflex one, via the posterior root fibres, and 
the white rami communicantes of the sympathetic. 
Although general anesthesia may abolish the connexion 
between the posterior and the anterior roots, the con- 
nexion between the posterior roots and the white rami 
of the sympathetic is unaffected. 
This accounts for the fact that shock develops 
during many surgical operations, despite general 
anesthesia. Records taken during operations under 
general anesthesia show that at certain stages where 
sensory nerves are stimulated‘a well-marked fall in 
blood pressure occurs and this is intensified by rough 
handling or tearing of the tissues (Rose and 
Carless 1937). 

Spinal anesthesia blocks both connexions. Regard- 
ing spinal anesthesia Rose and Carless (1937) state 
that where great operative shock is anticipated, 
spinal anesthesia is ideal, for it effectually blocks 
the nervous paths of shock impulses. 

Evans (1929) states that spinal anwsthesia not only 
prevents further shock in operations on patients 
suffering from severe traumatic shock—e.g., severe 
crushing of the limbs—but actually diminishes the 
shock already present. This is accounted for by the 
fact that in traumatic shock (as we shall subsequently 
see) the fall in blood pressure is due to the reception 
and transmission by the sympathetic nervous system 
of an excess of (abnormal) stimuli. When these 
stimuli are diminished by spinal anesthesia blood 
pressure tends to return to normal. On the other 
hand, in the absence of shock spinal anzsthesia causes 
a fall in blood pressure through interference with the 
reception of normal afferent stimuli. 

It may here conveniently be noted that collapse 
from spinal anesthesia is due to excessive dilatation 
of the corresponding cutaneous and_ splanchnic 
capillaries, through under-stimulation of the sympa- 
thetic nervous system; whereas collapse in shock 
is due to excessive dilatation of the capillaries of 
the skeletal muscles (accompanied by constriction 
of the cutaneous and splanchnic capillaries) from 
over-stimulation of the sympathetic nervous system. 


ADRENALINE 

Adrenaline is the active principle of the medulla 
of the adrenal gland, which is developed from that 
part of the neural crest which subsequently becomes 
differentiated into the sympathetic and posterior 
root ganglia. The intravenous injection of adrenaline 
has the same effects as stimulation of the sympathetic 
nervous system, or stimulation of a sensory nerve 
(pain). The secretion of adrenaline is excited by 
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asphyxia, emotion, and by stimulation of the 
splanchnic nerves. 

All changes known to occur in shock can be repro- 
duced by prolonged stimulation of the sympathetic 
nervous system with adrenaline. 

In 1919 Erlanger and Gasser perfused adrenaline 
for periods of 20-30 minutes, into an experimental 
animal at such a rate as to cause high arterial pressure. 
When sufficiently large doses were given, the blood 
pressure subsequently fell steadily until the animal 
succumbed, though vasoconstriction persisted. They 
concluded that a reduced blood volume, either 
real or effective, was the main factor at fault, and 
found that the post-mortem appearances were similar 
to those found in shock. They stated that apathy 
as well as the other signs of shock were present in the 
living animal. 

Freeman (1933) perfused adrenaline in physio- 
logical amounts into dogs for two hours. In his 
experiments he noted an immediate rise, and later 
a gradual fall of blood pressure. There was-a decrease 
in total blood volume of 8-5 to 27 per cent., with a 
relatively greater decrease in plasma volume—the same 
state of affairs as found in shock. This change in the 
blood was prevented by apreliminary dose of ergotoxine, 
which paralyses the sympathetic nervous system. 

From these, as well as from the earlier experi- 
ments of Erlanger and Gasser referred to above, 
Freeman concluded that shock is due to loss of blood 
volume, following persistent vasoconstriction through 
hyperactivity of the sympathetic nervous system. 
Freeman writes : ‘‘ If we examine all factors which are 
at present known to produce shock or to aggravate 
the condition if present, we find that they have one 
physiological action in common ; they are all adequate 
stimuli for producing hyperactivity of the sympathetic 
nervous system.” 

Stimuli, such as those caused by traction on the 
mesentery or parietal peritoneum, or stimulation of a 
sensory nerve, produce a rise in blood pressure owing 
to constriction of the cutaneous and splanchnic blood- 
vessels, which is followed by a fall when the stimulus 
ceases. If these stimuli are continued, after a time, 
depending on the nature and number of stimuli, 
the mean blood pressure gradually falls, the blood 
concentration increases, and the rises in pressure from 
stimulation become less and less, until the animal 
succumbs of respiratory failure—a sequence of events 
similar to that produced by perfusing an animal 
with adrenaline. 

Most of the confusion regarding the nature of 
“shock” has arisen from failure to appreciate the 
fundamental physiological fact that stimulation of the 
sympathetic nervous system results in the dilatation 
of the capillaries of the skeletal muscles, as well as 
in the constriction of those of the skin and abdomen. 
When, therefore, the sympathetic nervous system is 
stimulated, the rise or fall in blood pressure at any 
moment will depend upon the balance between the 
dilatation of the muscle capillaries and the constriction 
of those of the skin and abdomen. This balance of 
forces is well seen in the action of adrenaline on the 
volume of the limb of an experimental animal. 
Adrenaline is a stimulator of the sympathetic nervous 
system and, as such, constricts the cutaneous blood- 
vessels, while dilating those of muscle. If the 
intact limb of such an animal be measured by 
plethysmograph, it is found to diminish in volume 
after the injection of adrenaline, owing to the dominat- 
ing effect of constriction of the cutaneous blood- 
vessels ; but if the limb be now skinned its volume 
is found to increase, owing to the unopposed 
dilatation of the muscle blood-vessels. 
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The coronary vessels, like those of the skeletal 
muscles, are dilated by adrenaline (Halliburton and 
McDowall 1937). 

CAPILLARIES 

We may now consider some physiological facts 
regarding the capillaries and the circulation within 
them. The capillaries of the body are minute 
cylindrical vessels, the walls of which are composed 
of a single layer of elongated, flattened, nucleated, 
endothelial cells. 

The total number of capillaries in the body is 
enormous. If all the capillaries in the skeletal 
muscles alone were open simultaneously, their volume 
capacity would be sufficient to contain the entire 
blood of the body (Krogh 1929), According to 
Halliburton and McDowall (1937) some capillaries 
remain permanently open, while others open and close 
at intervals. 

These changes take place independently of the arteries 
and veins, and depend on the oxygen requirements of 
the tissue supplied. The opening up occurs in all tissues 
during activity, or after cutting off the oxygen supply. 

The control of the capillaries is both sympathetic and 
local. The capillaries of muscle are dilated locally by 
CO, and by lactic acid. These chemical substances take 
precedence over the influence of the sympathetic, for in 
a rabbit’s ear, when the cervical sympathetic is stimulated, 
the constrictor effect is seen to wear off, and the capillaries 
to become dilated as soon as tissue asphyxiation occurs from 
lack of oxygen. 

In normal muscles CO, is produced by the combustion 
of glycogen, but in muscles deprived of oxygen, glycogen 
is converted into lactic acid. 


As illustrating the control of the sympathetic 
nervous system over the capillaries, Bayliss (1919) 
writes :— 

‘““ Large volumes of blood or gum saline can be injected 
without more than a few minutes’ effect into cats in which 
the blood-vessels have been removed from the control of 
the vasomotor centre by section of the spinal cord in the 
cervical region. The blood pressure is raised temporarily, 
but by the end of seven or eight minutes it has returned 
to its low level. . The only explanation that can be 
suggested is that the capillaries are normally under the 
control of the nervous system, and in the absence of this 
control, they allow themselves to be distended, and thus 
soak up large volumes of blood.” 


Having now considered the chief physiological facts 
concerning the circulation and the maintenance of 
blood pressure, we shall proceed to consider the 
phenomena of shock. 

SHOCK 

In shock, four vital processes are notably depressed : 
the temperature is subnormal, the blood pressure 
falls very low, the pulse is extremely feeble, running, 
and irregular, and the respirations are shallow and 
sighing (Boyd 1933). The symptoms as described by 
Rose and Carless (1937) vary from slight momentary 
giddiness or faintness to complete prostration, insensi- 
bility, and even death. 

In a case of shock of moderate severity the patient 
lies in a state of apathetic torpor, from which he is aroused 
with difficulty, but if so aroused, he can answer intelli- 
gently, though faintly; the surface of the body is cold 
and pallid, and often covered with a cold clammy sweat ; 
the pupils are dilated ; the temperature is subnormal and 
gradually falls, the pulse is weak, running, and perhaps 
uncountably quick ; the eyes are sunken ; the finger-tips, 
the lips, and the extremities of the nose and ears gradually 
become blue and livid; the secretion of urine is diminished ; 
the respirations are rapid and _ shallow, becoming 
irregular; the mouth is parched, the sugar content of 
the blood is raised, and the patient complains of intense 
thirst. Gradually he passes into a state of complete 
unconsciousness and dies of respiratory failure. 
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Clinical observation has shown that the degree of 
shock depends on the nature of the injury and the number 
of sensory nerves involved. Thus trauma to organs with 
a rich sensory supply, such as the testis, intestine, or 
hand, will produce much shock; an extensive laceration 
of the skin will be more productive of shock than a deep 
cut, and a superficial burn of the first or second degree 
involving half the body surface is more dangerous than 
the complete incineration of a hand. 


The post-mortem features of death from traumatic 
shock are thus reported by O’Shaughnessy and 
Slome (1935) : 


“The characteristic feature after death from traumatic 
shock is a general pallor of the viscera, especially of the 
intestines and the omentum. The liver and kidneys do 
not bleed readily when cut. Cdema of the pancreas is 
never observed. The spleen is contracted but red in 
colour. The lungs are generally pale. The heart contains 
little blood. Frequently the left ventricle is in a state of 
tonic contraction.” 


The physiological changes which accompany collapse 
are described by Dale, Laidlaw, and Richards (1919), 
with special reference to the injection of histamine 
into a cat. Histamine is derived from the amino- 
acid histidine, by the removal of CO,. It has an 
intensely stimulating action on plain muscle including 
that of the arteries. When injected intravenously 
in large doses into experimental animals it causes 
typical shock-like collapse of the circulation, accom- 
panied by arterial constriction, diminished blood 
volume, concentration of the blood, and failure of 
cardiac output. Intravenous injection of histamine 
dilates all the capillaries of the body, whereas stimu- 
lation of the sympathetic nervous system or 
perfusion with adrenaline dilates the muscle capillaries 
only (Halliburton and McDowall 1937). 

According to Dale, Laidlaw and Richards, if the chest 
of such an experimental animal is opened under 
continued artificial respiration— 


“it is seen that the heart is indeed beating strongly and 
regularly, but that its chambers contain remarkably little 
blood. Compression of the ventricles between the fingers 
causes scarcely a movement of the mercury in the arterial 
manometer. The vene cave in the thorax are seen to be 
flaccid and half empty, and when the abdomen is opened 
it is seen that the abdominal cava is poorly filled with 
blood, while the portal vein is flat and almost empty. 
The arteries, both large and small, similarly contain but 
little blood, and appear to be constricted rather than 
dilated. The liver is moderately pale and certainly not 
distended with blood, and the same is true of the spleen. 

“The blood, then, is not in the heart, arteries, or large 
veins, and no large part of it is accumulated in liver and 
spleen. What has become of the missing volume, which 
normally circulates rapidly, filling the heart and great 
vessels? ... 

**A process of exclusion led us inevitably to the capil- 
laries in attempting to locate the lost blood. . . . Direct 
inspection of the internal organs, so far as it gave informa- 
tion, tended to confirm this view. The arterioles supply- 
ing blood to the bowel, down to their finest macroscopic 
branchings, contain but little blood, but the bowel itself 
shows a diffuse, dusky congestion, and the smallest 
venules are rendered visible on its surface by their content 
of dark blood. In the skeletal muscles mere visual exami- 
nation usually gives little information; but it is certain 
that a similar accumulation and partial stagnation must 
occur in them, since the shock* can be produced with all 
its typical features after complete removal of the abdo- 
minal viscera. Moreover, if the volume of blood in the 
animal is increased by transfusion before the shock* is 
produced, the accumulation in the capillaries of the skeletal 
muscles during the shock * becomes very obvious.” 


The phenomena of the collapse of the circulation 
in shock may thus be summarised. During shock, 


* i.e., collapse—J. W. T. 
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there is a loss of tone in the capillaries of the skeletal 
muscles and the blood stagnates in them. There is 
also a contraction of the arterioles in an effort to 
maintain blood pressure. At the same time there is 
diminished circulation of blood, owing to the con- 
stricted state of the arterioles. The amount of blood 
reaching the right ventricle thus becomes seriously 
in defect. An increased permeability of the capillary 
walls then develops, from want of oxygen, and an 
increased amount of blood plasma passes into the 
tissues. Blood volume is in consequence diminished. 

Regarding the increased permeability of the capil- 
laries in shock, Bayliss (1919) writes :— 

“The second pathological state induced by prolonged 
low blood pressure in the capillaries is an increase in the 
permeability of the blood-vessels to colloids. The normal 
state is one of impermeability to colloids, so that a solu- 
tion of a colloid of sufficient osmotic pressure does not 
leave the circulation. If this property of the capillaries 
is lost, there is no force to retain fluid and both gum- 
saline and blood plasma escape to the tissues. The 
clinical index that such a state has been reached or is 
coming on is a progressive concentration of the blood as 
regards corpuscles. As long as the blood-vessels main- 
tain their normal state, the effect of a fall in blood pressure 
is to attract fluid from the tissues. This is because the 
osmotic pressure of the colloids remains at its normal 
height, while the filtration is reduced owing to the low 
arterial pressure. The result is a dilution of the blood, 
which is a favourable sign. .. . 

“If this increased permeability has not reached too 
high a value or not been present for too long a time, 
recovery is possible. . It is evident, then, that the 
state is capable of return to normal, if not too serious. 
The renewed supply of oxygen restores the necessary imper- 
meability to colloids.”’ 

Regarding shock as observed in experimental 
animals Bayliss (1919) states that if treated shortly 
after onset recovery takes place, but “if left for 
two hours or more. recovery is impossible.” 
O’Shaughnessy and Slome (1935) also say: ‘‘ There is 
no satisfactory treatment of shock that has persisted 
for several hours. The subject of severe trauma who 
does not show some signs of recovery under estab- 
lished modes of treatment within two to three hours 
of his injury is almost inevitably doomed.” 


THEORIES OF SHOCK 


Many theories have been advanced to account for 
the phenomena of shock, some of which we shall now 
review. 

Mitchell, Keen, and Moorhouse, the surgeons of the 
American Civil War, considered that the medulla 
and the vagus—i.e., the vasomotor centre—were 
chiefly concerned in initiating the condition of shock. 
Agnew (1881) attributed shock to ‘“ feebleness of the 
heart’s action, and paralysis of the walls of the blood- 
vessels.”” In 1870, Fischer, relying on the experiment 
of Goltz, who in 1863 had shown that a blow on the 
exposed mesentery of a frog caused a reflex inhibition 
of the heart and a dilatation of the blood-vessels of 
the abdomen, formulated the theory that in shock 
most of the blood stagnated in the abdominal vessels, 
and was thus removed from the general circulation. 
This theory was accepted for many years until 
Wallace, Fraser, and Drummond (1917) pointed out 
that, in the course of many hundreds of abdominal 
operations during the world war upon patients 


suffering from traumatic shock, they had never found 
any evidence of primary splanchnic congestion. 

In 1899 Crile formulated the theory that shock was 
due to exhaustion of the vasomotor centre, but this 
was disproved by Porter (1907) and by Seelig and 
Joseph (1914), the latter of whom showed that if in 
a shocked rabbit blood pressure is suddenly raised 





by clamping the aorta, the blood greatly distends 
the blood-vessels of the ear, the nerves of which have 
been previously cut, but does not distend the blood- 
vessels of the other ear, the nerves of which are still 
connected with the vasomotor centre; thus showing 
that the centre is still holding the blood-vessels in 
effective contraction. Pike, Guthrie, and Stewart 
(1908) showed that the vasomotor centre is more 
capable of withstanding anemia than any other of 
the vital centres, and that its function is the last 
to disappear in total anemia. (Medical Research 
Committee, special report No. 25.) 

Gray and Parsons (1912) found that if at the moment 
of death from experimental shock a stout needle were 
driven into the centre of the floor of the fourth 
ventricle, a marked rise in blood pressure with 
acceleration of the pulse was observable, thus proving 
that the vasomotor centre is still active in the most 
extreme degree of collapse. 

It was also repeatedly noted by surgeons in the 
world war while operating on cases of shock that no 
bleeding occurred when vessels were cut across, 
owing to the strong contraction of the outlying 
arteries (Cannon 1919). Miller (1927), in a close study 
of experimental cerebral concussion in animals, 
found the vasomotor centre “‘ extraordinarily resistant 
to violence.”” Experience in the world war showed 
that the vasomotor centre was still active in cases 
of established shock, since shock was observed to be 
constantly increased by pain, cold, fear, anxiety, 
and rough handling, all of which are stimuli of the 
sympathetic nervous system. 

In 1910-11 Henderson advanced the theory that loss 
of CO, from the body (*‘ acapnia’’) was the cause of 
shock, but this was proved to be erroneous by many 
observers. 

Following the work of Dale, Laidlaw, and Richards 
(1919), referred to above, on the state of collapse 
produced by the intravenous injection of histamine, 
Cannon and Bayliss (1919) formulated a theory of 
traumatic toxzmia as a factor in shock, based on 
the hypothetical production in traumatised tissues 
of histamine-like substances; but Smith (1928), 
Parsons and Phemister (1930), and others have shown 
that infusion of blood from a traumatised animal into 
a normal animal produces no fall in blood pressure. 
Moreover the histamine content of muscle is very 
low, and O’Shaughnessy and Slome have shown that 
the amount of histamine which could possibly be 
derived from muscle injury in experimental traumatic 
shock is totally inadequate to produce shock in the 
animal concerned. Furthermore, the amount of 
histamine necessary to produce shock by intra- 
muscular injection is ten times that found necessary 
by intravenous injection. O’Shaughnessy and Slome 
finally conclude that “ a toxemia due to the elabora- 
tion of histamine or any other depressor substance, 
manufactured in the traumatised area, plays no part 
in the syndrome of traumatic shock.” They are of 
the opinion that it is the continuance of abnormal 
nervous impulses from the site of injury which pre- 
vents spontaneous recovery in traumatic shock 
(unaccompanied by hemorrhage), and that if these 
impulses be controlled, this favourable reaction takes 
place naturally. The one therapeutic measure (they 
state) which succeeded in raising and maintaining 
blood pressure in a traumatised cat when pressure 
had fallen to 20 mm. Hg was the induction of spinal 
anesthesia. There is no doubt (they add) that this 
procedure has a most favourable influence in delaying 
and even preventing the onset of shock, since, as 
they point out, spinal anesthesia blocks all afferent 
paths, both somatic and sympathetic. 
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In 1933 Freeman, as already observed, formulated 
the theory of the hyperactivity of the sympathetic 
nervous system in shock, with loss of blood volume 
following persistent vasoconstriction. Regarding 
this loss of blood volume, Freeman writes :- 

**In order to account for the loss of blood volume in 
shock, Starling (Arch. Méd. Belges. 1918) suggested that 
the muscle capillaries were dilated, and the fluid elements 
of the blood escaped from these dilated vessels. The 
effects which have been here obtained may have been 
due to vasodilatation in the muscles, rather than to 
vasoconstriction in other areas.” 


MacCallum (1936) writes: “There is a general 
idea that (in shock) there is reduced blood volume 
due to reflex contraction of the splanchnic and 
cutaneous vessels, but not of the vascular supply of 
the muscles.” 

DISCUSSION 

From the foregoing survey of the physiology of the 
circulation, and of the recorded clinical and experi- 
mental phenomena of shock, it appears that when 
the body receives any injury, afferent stimuli reach 
the sympathetic nervous system via the brain and 
spinal cord. 

The sympathetic nervous system reacts to this 
abnormal stimulation by constriction of the cutaneous 
and splanchnic blood-vessels and by dilatation of the 
blood-vessels supplying the skeletal muscles. This 
results as a rule in a fall of blood pressure. 

Where the stimuli are sufficiently severe, this fall 
in blood pressure occurs immediately and symptoms 
of collapse appear at once (** primary shock ”’), but 
where the stimuli are less severe, their effect is cumu- 
lative, the fall in blood pressure is more gradual, and 
collapse only appears after a certain interval of time 
(‘secondary shock ”’). 

Owing to capillary dilatation and diminished blood 
pressure capillary stasis ensues. This in time leads to 
asphyxiation of the capillary endothelium from want of 
oxygen resulting in the exudation of plasma and loss 
of blood volume. A vicious cycle is thus established 
which if not broken within 2—3 hours inevitably ends 
in death. While this vicious cycle is in operation, 
the introduction of any additional stimuli of the 
sympathetic nervous system (such as pain, fear, cold, 
anxiety) as well as the reduction of blood volume by 
hemorrhage, sweating, or vomiting will still further 
increase the state of collapse. 

DEFINITION 
Shock may therefore be defined as the collapse 


of the circulation from over-stimulation of the 
sympathetic nervous system. 
A METHOD OF TREATMENT 

Since all the symptoms of shock are directly 
referable to over-stimulation of the sympathetic 
nervous system, and to consequent asphyxiation of 
the cells of the body through want of oxygen, and since 
Freeman (1933) has shown that when the sympathetic 
nervous system is paralysed by ergotoxine, intravenous 
injection of adrenaline does not cause a fall in blood 
pressure, it is suggested that shock can probably 
be successfully treated in its earlier stages—before 
irreparable damage has been done to the capillary 
endothelium through tissue asphyxiation—by appro- 
priate doses of ergotoxinet (administered where 
practicable intravenously) together with inhalations 
of oxygen, in addition to the usual measures. 


t This probability, based on theoretical considerations, is 
enhanced by the successful employment of ergotoxine in attacks 
of migraine of sympathetic origin. 
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CONCUSSION 

Concussion is described by Romanis and Mitchiner 
(1937) as— 
**a clinical condition which is really very similar to that 
of acute shock, the symptoms in this case being produced 
by violence, acting directly upon the brain instead of being 
due to impulses transmitted thereto by afferent nerves. ... 
The symptoms vary according to the severity of the 
violence and to whether only the higher centres are affected 
or the lower medullary centres involved as well.” 


According to Miller (1927) of the department of 
physiology and experimental medicine, McGill Uni- 
versity, who made an exhaustive study of experi- 
mental concussion in animals, the symptoms of 
concussion are mainly referable to the cortex, the 
medulla, and to a certain degree to the labyrinth 
(vertigo). The cortical symptom is the instantaneous 
generalised disturbance of consciousness, while the 
medullary symptoms depend on the severity of the 
blow, and are evidenced either by stimulation or 
inhibition of the medullary centres, causing changes 
in blood pressure, pulse-rate, and respiration. Miller 
found that any agency which stimulates or inhibits 
the medullary centres produces effects similar to those 
produced by blows on the head. Mild cases of 
concussion show scarcely any stimulation or inhibition 
of the medullary centres. Mechanical effects not 
severe enough to paralyse the respiratory centre will 
stimulate respiratory movements. In such cases 
there is a primary fall of blood pressure (due to vagal 
stimulation) followed quickly by a rise of blood 
pressure due to stimulation of the vasomotor centre. 
The same results are always obtained whether the 
stimuli affecting the medulla are mechanical, electrical, 
or nutritional. All such agencies act as stimuli of the 
medullary centres when of moderate degree, but 
inhibit or paralyse them when severe. 

The first centre to be paralysed is the respiratory 
centre. The vasomotor centre is extraordinarily 
resistant to violence. From his experiments Miller 
concluded that concussion is an immediate transient 
disturbance of consciousness (with or without cell 
death) caused by direct mechanical violence to the 
cells of the brain, and that the medullary effects 
(when present) are those of stimulation or paralysis 
of the respiratory, vagus, and vasomotor centres, 
depending upon the severity of the violence. 

Such being the case in concussion as generally met 
with, two sets of phenomena are observed: the 
phenomena of disturbance of consciousness and 
the phenomena of the abnormal stimulation of the 
medullary centres. When the stimulation of the 
medulla is excessive, respiratory paralysis occurs 
immediately and death results at once, but when the 
stimulus, though severe, is of lesser degree, the 
vasomotor centre is abnormally stimulated, resulting 
in the initiation of the syndrome of shock. 

Shock in concussion is therefore due to direct 
mechanical stimulation of the sympathetic nervous 
system (vasomotor centre), all other forms of collapse 
from trauma (unaccompanied by haemorrhage) being 
due to excessive stimulation of the sympathetic 
nervous system through afferent nerves. 
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PELLAGRA-LIKE LESIONS PRODUCED 
IN MICE BY MINERAL DEFICIENCIES * 


By C, M. Leursky 


(From Chemical Laboratory W.F. of the State University, 
Odessa, U.S.S.R.) 


PELLAGRA has been attributed to many different 
causes. Some workers think the disease is due 
to photodynamic factors in the food (Lode 1910, 
Raubitschek 1911, Horbaczewski 1911, Umnus 1911, 
Haussmann 1910, Suarez 1916), but this hypothesis 
does not explain why skin lesions appear on parts 
of the body not exposed to light, and why animals fall 
ill in the dark. Suarez was forced to conclude that 
pellagra could not be caused merely by zeofin—the 
photodynamic substance he had isolated from maize 
—but also required a vitamin-B deficiency. 

I prepared zeofin according to Suarez’s method 
and gave it, with polenta,t to albino mice. Pellagric 
lesions developed in animals kept on this diet, either 
in the light or in the dark, but I noticed also that 
animals fed in the light and given zeofin with a 
complete food mixture remained healthy. 


The oldest idea was that pellagra comes from living 
on a diet of maize (Strambio 1794, Mazzari 1810). 
The objection to this hypothesis is that pellagra is 
found in countries where maize is not consumed, 
and signs resembling pellagra have been produced in 
animals by giving a diet based on components of 
sarrasin, millet, wheat, or other cereals (Auer 1919, 
Gatzanuk 1926a, Leutsky 1933, and others). Luithlen 
(1919) observed that rabbits fed exclusively on oats 
were inclined to inflammation of the skin. The 
experiments of Goldberger and Lillie (1926), sustained 
by Chick and Roscoe (1927), Sherman and Sandels 


* A number of verbal alterations have been made in the MS. 
of this paper, so as to make it more readily intelligible to 
English readers. Unfortunately, however, the proofs sent to 
the author have not been returned and we publish the work 
with corresponding reservations.—ED. 

+ Polenta is a porridge, or boiled mixture of cereals, usually 
but not always containing maize.—EpD. L. 
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(1929), Hunt (1928), Findlay (1928), iin. Hays, 
and Guerrant (1928), Thatcher, Sure, and Walker 
(1931), and others, attribute pellagra to deficiency of 
vitamin B, (G) and thus the hypovitaminosis theory, 
advanced by Funk (1914, 1913-14), has found strong 
support. Goldberger’s observations have lately been 
confirmed on rats by Efremoff (1933, 1934). 

According to Mellanby (1931) pellagra is due to a 
deficiency of B, (G), producing skin lesions, associated 
with a lack of vitamin A or carotin producing the 
degeneration of nerve trunks. The fact that the 
fat-soluble liver factor has a beneficial effect in spino- 
cerebral cases of pellagra, but has no curative action 
on skin lesions, which are susceptible to the influence 
of whole liver (Salmon 1930, Hunt and Wilder 1931), 
suggests that vitamin B, has a twofold nature. 
Sure and Smith (1931) maintain that the growth- 
producing factors associated with the antipellagric 
vitamin are not identical. A number of authors 
(McCollum and Simmonds 1929, Sabry 1932, Aykroyd 
1930, and others) doubt whether pe llagra is identical 
with B,-avitaminosis. Sabry points out that pellagra 
cases occur in populations whose food is not deficient 
in vitamin B, and further that B,-deficiency symp- 
toms in animals differ widely from those of pellagra. 
Gyérgy, Kuhn, and Wagner-Jauregg (1933) have 
stated that B,, not B,, is the antipellagric vitamin. 

I observed pellagric symptoms in white mice fed 
on a basal polenta diet to which 0-5 g. of dried brewer’s 
yeast was daily added as a source of vitamin B,. 

The animals grew in length and weight, but gradually 
the tail, skin, and front part of the body became covered 
with brownish-yellow scales. They scratched themselves 
incessantly and the crusts on the ears were replaced by 
small ulcers. Necrosis of ears and tail followed. The 
hair on the muzzle, around the eyes, and later on the front 
half of the body got thinner or fell out completely, and the 
conjunctiva became inflamed. This state of affairs 
usually developed within two months but was sometimes 
delayed as long as six. Finally the animal perished. 


The basal diet producing these symptoms consisted 
of cereals, including maize, wheat, sarrasin, and 
millet. Their insufficiency has been shown by many 
authors : for various cereals McCollum and Simmonds 
(1917, 1918); for wheat, Hart and McCollum (1914), 


McCollum and Davis (1915), Hart, Halpin, and 
McCollum (1917), Osaki (1914), and others; for 
millet, McCollum, Simmonds, and Pitz (1916), 


Auer (1919); for oats, McCollum and Pitz (1917) ; 
for sarrasin, Palladin (1913), Gatzanuk (1926b), and 
others ; for maize, Bezzola (1907), Lucksch (1908). 

There can be no lack of vitamin B, in the cereal 
mixture used. Wheat contains vitamin B, (Aykroyd 
and Roscoe 1929, Sherman and Axtmayer 1927); and, 
as Suzuki, Shimamura, and Odake showed as long 
ago as 1912, so do sarrasin and millet. Aykroyd 
(1930) also found this vitamin in millet and it is 
present in maize (Aykroyd and Roscoe 1929, Roscoe 
1931). Bull’s experiments (1931) show that when 
cereals are the sole source of vitamin B,, a 50 per 
cent. cereal diet suffices to maintain an animal’s 
normal development. In- my experiment cereals 
amounted to 90 per cent. of the diet, and it contained 
additional sources of vitamin B,—namely, raw milk 
and dried brewer’s yeast. Evidently the symptoms 
were due either to a deficiency or to an excess of the 
other components of the diet. 

Cereals are an unsatisfactory single source of 
food. The chief objection to them is that their 
mineral content is variable, depending on their 
species and on soil combinations, manure, irrigation, 
and so on. For instance, according to Greaves and 
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Hirst (1929) the percentage of ash obtained from 
wheat seed may vary as follows :— 


Ash 

(per cent.) 
Without irrigation .. oe ee 1°56 
15 in. water ° 171 
20 in. » e ° 2°02 
35 in. » we ds 2°28 


The phosphorus-potassium ratio in ash of wheat 
grown on non-irrigated ground was | : 1-34; whereas 
it was 1 : 1-53 for wheat grown on ground that was 
irrigated with 15 in. of water 

I decided to investigate the relation of the illness 
of the animals to possible mineral deficiencies. The 
mineral constituents of maize, wheat, and millet 
were assumed to be those given in Table I. 


TaBLe I 
Mineral Constituents of Maize,} Wheat, and Millet 
(per cent.) 
Total .. Ash Na | K Ca Mg Ss P Cl 
Maize (Man- | 1°21 0°026 0°340 0°012 0°108 0°147| 0°260 0°063 
gold 1929) 
Wheat 1°62 0°030 0°511 0°048 0°123, 0°194) 0°368) 0°082 
(Armsby 1928) 
Millet 2°95 0°030 0°274 0°014 0°169 0°004 0°284,0°010 


(Wolf 1880) 


My experiments were based on the mineral content 
of maize. 


THE EXPERIMENTS 


The animals, albino mice, were fed on the following 
diet : casein, 18; starch, 68; oil, 8 ; cod-liver oil, 2; 
and a salt mixture, 1-1. The salt mixture was 
devised so as to correspond with the mineral content 
of maize, taking into account the phosphorus and 





FIG. 1.—The condition of 
the front half of the body 
and the tail. 





sulphur of the casein in the diet (casein, according to 
Fleischmann (1908), contains 0-85 per cent. of phos- 
phorus and 0-72 per cent. of sulphur). The salt 
mixture given was as follows :— 


NaHCO; ea -. 0°00949 MgO “s co Onan 
KCl .. ee ae 0°1324 CaCO3 ae ee 0°0299 
KeHPO, .. -- 0°6029 Fe citr. — ..- 0°0290 
MgS0,.7H20 - 0°1337 


The salts were ground up with water, evaporated to 
dryness in a water-bath, and ground into powder with 
starch rice or potato starch. Dried brewer’s yeast, 
0-5 g. daily, was again added to the diet, and distilled 
water was given ad libitum. 

The experimental animals weighed from 10 to 18 g. 
Their appetite was good and some of them 
unexpectedly increased for some time in weight. 
Their illness began 1-3 months after their diet started. 

On the back and muzzle appeared one or two crusts, 
and sometimes on the ears and the end of the tail too; 


DR, LEUTSKY : PELLAGRA-LIKE LESIONS 


[pEc. 18, 1937 


these crusts fell off and were replaced by new ones, In 
all the mice the lesions were strictly localised (see Figures) : 
the skin of the front of the body, and especially of the neck, 
ears, and tail, was covered with small yellowish-brown 
symmetrical bilateral areas of hyperkeratosis, with adherent 
scales. The tailsoon began to peel, and after peeling the skin 
became thinner and like parchment. There was hyper- 
zemia of the skin and the animal scratched itself all the 
time. Later necrosis of ears and tail set in, the necrosed 
parts of the body being surrounded by healed skin. The 





FIG. 2.—The scaly byperkeratosie of the tail. 


hair got thinner, fell out on the front of the body, and 
grew again. Diarrhcea began, sometimes with blood. and 
the animal died. 


It is impossible to find a difference between these 
animals and those which fell ill on the first diet of 
cereals. Yet when the sick animals, remaining on 
the same diet, received the ordinary salt mixture 
of Osborne and Mendel they did not show these 
symptoms and returned to their normal state. 


DISCUSSION 


Our salt mixture is poor in sodium, calcium, and 
chlorine, and contains an excess of acid radicals 
in relation to the animal’s needs. The increased 
supply of magnesium probably leads to increased 
output of calcium (Hart and Steenbock 1913) and 
the deficiency in calcium influences the absorption 
of iron (Sherman 1933). Remy and Miller (1931) 


TABLE II 


w= Basal Acid = tao re life 
| wadicals.| radicals. Ca:P Ca:Mg Na:K Ca:K 





Maize .. 34°86 65°14 0°046 «6O'11lL = §=6(0°076 | 0°032 
Wheat .. 34°96 65°04 0°130 6 6.0°390 )—s (0058 | 0°093 
Millet .. 45°02 54°98 0049 0082 0°109 | 0°051 


stated that the rat organism develops normally only 
on the relationship Ca: K = 1:5. Redina (1926) 
showed on albino mice that the most favourable 
relation is Na: K = 5:1, and this favourable effect 
does not depend on the quantity of sodium and 
potassium but on their relationship. Further the 
output of calcium and phosphoric acid in the process 
of metabolism mainly depends on the prevalence 
either of basal or acid radicals (Gerhardt and 
Schlesinger 1899). The relationships for maize, wheat, 
and millet are set out in Table IT. 

The symmetry of the affected parts of the body is 
a proof that the signs developing in these mice are 
due to the influence of the nervous system. Whilst 
the nervous system is acted upon, it also acts itself 
on salt metabolism, as has been shown by experi- 
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ments which have cstabiiched the existence rw a 
special salt centre (Abderhalden 1931a), 

A whole range of investigators emphasise in 
pellagra, before all, the changes in the nervous 
system. Nervous cells of brain in particular are 
almost always changed (Kozowsky 1904, 1909). 
The spinal cord, to a greater or less extent, is likewise 
changed, and the limits of white and grey substances 
are less distinct than normal (Lombroso 1898). 
Kozowsky noted changes in the nervous-intestinal 
apparatus, and other changes have been noted in 
the endocrine system (Susman 1930, Roaf 1920, 
Aschoff 1933) and in the organs of special senses 
(Welton 1909). ; 

It is reasonable to conclude that the relationship 
of elements in our salt mixture affected the nervous and 
endocrine systems and was thus the principal cause 
of the illness. The latent period during which 
the animal is able to carry on its mineral task is a 
long one, and experiments of this kind, to show the 
effect of deficiencies, must last long enough for stores 
existing in the body to be exhausted (Abderhalden 
1931b). 

SUMMARY 


1. On a diet with a basis of cereal components 
(including maize, wheat, sarrasin, and millet) albino 
mice developed signs resembling those of pellagra. 

2. Exactly similar signs developed on a diet which 
was adequate in all respects, except that its mineral 
components resembled those of maize. 

3. These signs disappeared as soon as a normal 
salt mixture was given. 

4. Thus there is a reason to seek the cause of 
pellagra in an insufficiency of mineral components 
in food (cereals), 
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TUBERCULOSIS OF THE SPLEEN 


By G. C. Petaer, M.D., M.R.C.P. Lond. 


ASSISTANT PHYSICIAN, DEVONSHIRE ROYAL HOSPITAL, BUXTON ; 
FORMERLY DEPUTY SUPERINTENDENT OF ST, CHARLES’S 
HOSPITAL, L.C.C, 


By a curious chance I had under my care two 
patients suffering from tuberculosis of the spleen who 
died in the same bed within a few months of one 
another. On account of the great difficulty in 
diagnosis I was prompted to review the literature. 
This paper is an attempt to summarise my impressions. 


CASE REPORTS 

CasE 1.—An Irish labourer, aged 53, was first admitted 
to hospital on April 23rd, 1931. He had lived in Great 
Britain most of his life except for periods in the United 
States, France, and Egypt. He had had malaria but 
there was no other history of illness. He smoked and 
drank heavily ; for some weeks before admission he had 
had pain in the left hypochondrium and had been losing 
weight. 

Physical examination.—He was in fair general condition 
but for several decayed teeth ; he was tattooed. The 
spleen extended 2 in. below the costal margin. Temperature 
101° F., pulse-rate 70, respirations 28. No _ further 
physical signs were detected and symptoms were unchanged 
for a while except for the development of headache. 
Diagnosis was thought to lie between Hodgkin’s disease 
and myeloid leukemia. 

Laboratory investigations.—Wassermann and Widal 
reactions, agglutinations for Brucella abortus and melitensis, 


both goat and human, all negative. A blood count 
showed the following :— 

mee —_, oe - 5,640,000 | Polymorphs.. oe. SO 

seemoglobin se 80% = r = 5% 

jy eee a oS 0: : Smalllymphocytes.. 15 a 
Some anisocytosis Large ” ee 5°5 % 
White cells .. 7520 | Hyalines .. 20% 
The cerebro-spinal fluid, including the Wassermann 


reaction, was normal, 

Progress.—On May 14th he was given quinine as fever 
persisted and sweating was heavy. No effect was observed 
and the drug was soon stopped. Drugs of the aspirin 
group were then tried and on May 22nd the temperature 
was normal; headache was now severe however, being 
mostly felt in the frontal region. The consulting rhino- 
logist found no evidence of sinus disease, An extensor 
plantar response then developed on the left side, the 
patient was still apyrexial but much weaker. He vomited 
several times in the next few days. He became dazed 
and urinary incontinence developed. The spleen was 
palpable until May 27th but from that day was no longer 
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felt. Stools were now examined for schistosomes but no 
parasites nor ova were seen nor were any abnormal 
organisms detected. No ova were found in the urine, 
cultures from which were sterile, but a little albumin 
now appeared. Blood cultures were also sterile. On 
May 28th some swelling of the discs was observed and there 
was rigidity of the neck while the general condition became 
worse, fever returning on May 3lst. OnJune Ist Dr. W. E. 
Cooke kindly carried out Fairley’s reaction with a negative 
result. On that day crepitations were detected in the 
lower zones. Two days later lumbar puncture was per- 
formed showing 50 cells per c.mm., of which 10 per cent. 
were polymorphs and 90 per cent. lymphocytes. The 
chlorides had fallen from the previous figure of 690 to 
660 mg. The fluid was sterile and no organisms were seen. 
A fatal issue now appeared inevitable and the patient 
died next day. 

Post-mortem.—Head: no abnormality apart from a 
few minute tubercles in the brain stem. Thorax: the 
lungs showed terminal congestion, old fibrotic changes at 
the apices, and scattered miliary tubercles; some of the 
mediastinal glands were enlarged and one contained pus. 

In the abdomen, the peritoneum was studded with 
tubercles, particularly in the upper part. There were 
numerous enlarged and caseous glands in the abdomen, 
especially in the portal fissure and round the head of the 
pancreas. The spleen was congested, being 6 in, by 3 in. 
at its widest part. The surface was studded with discrete 
yellowish nodules up to } in. in diameter. The capsule 
had patches of thickening especially at the upper pole 
where there were some fibrous adhesions. The cut surface 
showed similar nodules scattered throughout the pulp. 
Microscopical examination demonstrated tuberculous 
lesions of which the larger had central caseation ; some had 
peripheral fibrosis. Apart from tubercles in the kidneys 
there was no other evidence of disease, except such as 
was associated with the terminal heart failure. . 


CasE 2,—A labourer, aged 59, was admitted to hospital 
on Sept. 22nd, 1931. He had enteric fever in the South 
African war and was unfit to serve in 1914 on account of 
a hernia. He mentioned previous bronchitis, influenza, 
and pneumonia, but it was later discovered that he had 
been ailing for two years and had had an hemoptysis in 
1930, being then sent to a sanatorium with fibrotic signs 
in both lungs. While there he had seven sputum tests, 
all negative, but fluid from a cervical abscess contained 
Koch’s bacillus. When admitted to hospital he com- 
plained of cough, night sweats, and some expectoration. 

Physical examination showed signs thought to indicate 
chronic bronchitis with emphysema ; the spleen extended 
to four fingers-breadth below the margin of the ribs and 
was very hard. A week after admission the chest was radio- 
graphed ; the film suggested chronic tubercle with much 
fibrosis. There was considerable dyspnea which seemed 
out of proportion to the physical signs. Fever rose to 
102°5° F. A fortnight after admission a right pleural 
effusion developed, aspiration of which yielded 10 oz. of 
straw-coloured clear fluid. 

Laboratory investigations.—No organisms were seen in 
the direct film from the effusion and cultures were sterile. 
A white count on Sept. 24th showed a total of 10,300 cells, 
of which 73 per cent. were polymorphs, 9 per cent. immature 
polymorphs, 8 per cent. mast cells, 2 per cent. immature 
basophils, and 8 per cent. lymphocytes. The blood 
Wassermann and the Widal reactions were negative. 
In the first five weeks in hospital five sputa were negative 
for tubercle. Agglutination tests for the Br. abortus group 
were negative and blood cultures were sterile. 

Progress.—The general condition of the patient gradually 
became worse and fever persisted, often reaching 103°. 
A blood count was done on Oct. 22nd with the following 
result :-— 


Red cells .. -. 3,200,000 | Polymorphs .. os 81% 
Heemoglobin ee 50% | Lymphocytes .. mar 9% 
‘ol inde 0-8 Large mononuclears .. 7% 
Colour-index .* Basophils ve oo 3% 
White cells .. at 8180 | Kosinophils .. on 2% 


Two other blood counts at different times gave some- 
what similar results. The disease of the lungs did not 
seem active enough to explain the high fever and search 
was made for other foci. Radiograms of the teeth showed 
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a few abscesses and some teeth were extracted but without 
effect on the temperature. Cough became brassy in 
character suggesting the possibility of pressure from 
mediastinal glands. The diagnosis still remained some- 
what uncertain, Hodgkin’s disease being possible but 
tuberculosis seeming the most likely explanation despite 
the many negative sputa. The respiratory symptoms 
were now much worse and weakness increasing. On 
Nov. 19th one tubercle bacillus was found in a sputum 
examination and on Nov. 2lst there were numerous 
organisms. He died on Dec. 2nd. 

Post-mortem.—Head: normal. Thorax: both lungs 
showed fibrotic changes with more recent caseating 
tuberculous lesions ; the right pleural space was obliterated, 
the left partly so. In the abdomen, the retroperitoneal 
glands in the upper part were enlarged in many places. 
The spleen measured 7 in. by 4} in. and was firmly attached 
to the diaphragm and neighbouring structures by dense 
fibrous adhesions. The cut surface showed a very con- 
gested pulp containing a number of yellow nodules, 
irregular in outline and with a peripheral zone of fibrous 
tissue. Transversing the upper pole there was an old 
area of infarction with a depressed scar. Some fatty 
change could be seen in the liver; all organs showed 
terminal congestion. Microscopically, numerous miliary 
tubercles were seen in a section of an abdominal gland in 
which there was central caseation. The liver showed 
congestion and fatty degeneration. Irregular areas of 
fibrosis with the appearance of old infarcts were seen in 
the spleen. It also contained irregular caseous areas, the 
larger of which showed a fine, granular, calcium deposit. 
A few indefinite giant cells were present at the periphery 
of some of the smaller areas, but no tubercle bacilli could 
be demonstrated. The spleen pulp was_ intensely 
congested. 


DIAGNOSIS 


Consideration of these cases has made me think 
that a definite diagnosis must often be impossible, as 
a review of other published cases also suggests. A 
complete survey has not been attempted but the 
references perused are, I think, adequate to a proper 
consideration of the condition. The patients described 
ranged in age from 7 months to 94 years. 

Cases of tuberculous splenomegaly may be divided 
into three groups :— 


1. Cases in which the splenic tumour is an accidental 
finding with no clinical or post-mortem evidence of the 
disease elsewhere. 

2. Cases in which evidence of tuberculosis elsewhere 
appears after the splenic tumour and may be regarded 
as secondary to a “ primary ” splenic focus. 

3. Cases in which the splenomegaly appears after the 
recognition of tuberculosis elsewhere. 


Group 3 will not be considered in the present dis- 
cussion since difficulties in diagnosis are unusual. 
Group 1, in which the discovery of tubercle in the 
spleen is fortuitous, is illustrated by the following 
"ases :— 

Hodges (1930) describes the finding of a large, nodular, 
tuberculous spleen, showing early caseation, in a youth of 
22 who was killed in an accident. He had apparently been 
quite well up to that time and a careful search at autopsy 
revealed no tubercle elsewhere. 

Klotz’s (1917) investigations are of great interest. He 
reports on 172 cases in which, at autopsy, tubercle of the 
spleen was found. In 12 of these there were no signs of 
tubercle in other organs. In all the others sclerosed lung 
or hilar gland lesions were seen. Of his cases 40 had 
spleens in which the disease was almost or completely 
healed. In 69 others it was still active. Healed disease 
in the liver was shown in 15 cases and in 2 of these the 
liver and spleen were the only organs affected. 


In some cases injury has lit up quiescent disease or 
drawn attention to an abdominal tumour already 
associated with symptoms. 

Cynman (1930) mentions a case in which a ruptured 
spleen was successfully removed and then found to be 
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tuberculous. It had miliary lesions and the subsequent 
development of headache and malaise excited fears of a 
general dissemination. These symptoms subsided and 
there were no other signs of tubercle until the following 
year when disease of a vertebra was diagnosed. This was 
watched for another 24 years and it was then concluded 
that the bone condition was probably a compression 
fracture due to the original injury. 

Cain and others (1932) describe a similar case. The 
patient was a woman, aged 67, who had received a violent 
blow in the abdomen a month before she was first seen. 
She was found to have an enlarged spleen and the liver 
was likewise bigger than normal. Six months later she 
began to waste, the spleen increased in size, and a diagnosis 
of sarcoma was made. A few rales were then found in the 
lungs and in two months she was dead of cachexia. The 
sputum had been negative for tubercle. At autopsy a 
large, adherent spleen was found together with tubercle 
in the abdominal, mesenteric, and _ tracheo-bronchial 
glands. The liver was large and cirrhotic but no tuber- 
culous lesions were found in it. 

These three cases illustrate what may be described 
as the fortuitous discovery of a tuberculous spleen. 

We may now consider those in which the condition 
was discovered after there had been symptoms, 
unassociated with injury. They show an astonishing 
variety. Rosengart (1903) described, as characteristic 
of tubercle of the spleen, the occurrence of poly- 
cythemia, cyanosis, and a splenic tumour, but this 
triad is uncommon and not diagnostic. It will serve 
as a basis for discussion of the condition leading 
us to Group 2. 

The blood changes generally described are very 
varied. The authors consulted are in general agree- 
ment about the functions of the spleen as far as the 
blood is concerned. They do not agree, however, in 
their descriptions of the blood changes observed after 
splenectomy. In considering the blood picture before 
the removal of the spleen it is necessary to remember 
those known to occur after the administration of 
Sanocrysin, amidopyrin, and other drugs that may 
have been given. Greppi (1931) thinks that in 
tuberculosis of the spleen the changes in the blood 
picture depend on the localisation and nature of the 
lesions. If there is gross intoxication and much 
active disease he thinks anwmia is likely, whereas if 
there is little activity and the spleen is largely 
fibrosed a hypercythzemia may result. 

It is known that in certain circumstances red blood- 
cells may be formed in the spleen in postnatal life, 
and such formation was noted in one of the cases 
described by Lambert and Bottin (1931). If poly- 
cythemia is present it is usually of slight degree and 
with few or no abnormal forms of myeloid type. 
Matzdorff (1931) reports a surprising case in which, 
despite a count of 5,600,000 red cells and 108 per cent. 
hemoglobin, numerous caseating tubercles and extra- 
vasations of blood were found in the bone-marrow. 
Polynucleosis has been observed at times. Ansemia 
appears to be considerably more common than 
hypercythemia ; it is of the hypochromic type. 

The white cells are either normal in number or 
slightly increased with a tendency to polynucleosis 
or mononucleosis. In a few cases there is a moderate 
leucopenia with relative lymphocytosis. The white 
count is, in fact, of more diagnostic value than the 
red. In many cases, particularly where the spleen 
is the only organ affected, the blood changes are 
slight or absent, but some are recorded in which 
the splenic tumour, with the blood picture, simulated 
polycythemia vera, pernicious anemia, thrombopenic 
purpura, and other abnormal conditions of the blood. 
In considering these the articles of Cynman (1930), 
Flandrin (1931), Greppi (1931), and Matzdorff (1931) 
will be found of value. 
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A few cases illustrating these points will now be 
described. 


Epistaxis was described in a patient treated by Lambert 
and Bottin (1931) and is associated with hypercythemia 
in some patients. Kellert (1931) described hemoptysis 
occurring in a patient with a splenic tumour and thrombo- 
penic purpura hemorrhagica with considerable reduction 
of platelets. Bleeding occurred from a lung known to be 
tuberculous. After a transfusion the spleen was removed 
and found to be involved in miliary tubercle. The 
platelets increased and the general condition greatly 
improved. Bunch (1931) described a case of recurrent 
hematemesis associated with an enlarged spleen in which, 
during a barium meal examination, calcified areas were 
observed. The organ was removed and the patient was 
well seven years later. Some sections resembled those of 
Banti’s disease and others were typically tuberculous. 
Flandrin (1931) has also described a case with h#mor- 
rhages from the stomach. The patient was a girl of 9. 
She had had a cold cervical abscess at 14 years and at 
4 years enteritis, with blood in the stools, from which she 
did not fully recover. On examination he found an 
enlarged spleen and liver with a little free peritoneal fluid. 
There was slight fever. Radiograms showed no gastric 
abnormality but the chest film revealed hilar shadows. 
There was secondary anemia and a strongly positive 
tuberculin reaction. Bleeding and coagulation times were 
normal. The patient rapidly declined, ascites increased, 
and a pleural effusion developed. Another severe hemat- 
emesis then occurred and the spleen shrank and became 
impalpable (as in my first case). Further gastric hemor- 
rhage and peritonitis occurred shortly before death. 
At autopsy it was found that the stomach had a large 
posterior perforation shut off from the main abdominal 
cavity, apparently secondary to a progressive portal 
phlebitis which had started in the spleen. The other 
findings in this case will be discussed later. 


Rosengart’s second diagnostic point, cyanosis, 
is not common. In many cases it is due to associated 
pulmonary disease, but the appearance of the patient 
gives little help as a rule. 

Matzdorff (1931) describes a patient who had jaundice 
at intervals together with a splenic tumour. He died 
shortly after admission and autopsy revealed tubercle 
in the spleen, both old and recent, together with enlarged 
tuberculous glands in the portal fissure. It does not 
appear that blood destruction in a tuberculous spleen 
is ever rapid enough to cause icterus, but Cynman (1930) 
mentions a case of tubercle in both spleen and bone- 
marrow which simulated pernicious anemia, presumably 
with occasional slight icterus. 

The third in Rosengart’s triad, the splenic tumour 
itself, may be noticed because of a dragging sensation 
in the abdomen from the weight of the organ, peri- 
splenitis, or adhesions. 

Diagnosis, as has already been suggested, is often 
impossible. It is not difficult if signs of tubercle 
are found in other organs; the existence of hilar 
shadows in the lungs is not conclusive evidence of 
tubercle, but the typical infiltration and especially 
positive sputum tests should usually decide the nature 
of the splenic tumour. One may reasonably assert 
that the examination of a patient exhibiting a splenic 
tumour of unknown nature is incomplete if the 
chest has not been radiographed. This may also 
show calcified tuberculous areas in the spleen; 
calcified siderotic nodules, not due to tubercle, have 
also been revealed by radiograms. Among other aids 
to diagnosis one may mention tuberculin, which has 
the usual shortcomings. Adrenaline injection has 
been used to estimate the power of contraction of the 
spleen and exclude purely congestive conditions. 
Serous effusions are not uncommon complications 
and may give a clue to the diagnosis, and in a consider- 
able proportion of the cases the liver is also found 
to be enlarged, thus simulating Banti’s disease. 
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Tapie (1927) described a case of tubercle of the 
spleen leading to fibrosis. He thinks that many 
so-called “essential splenomegalies”’ are really of 
tuberculous origin. 





PATHOLOGY 

Spleens which have been invaded by tubercle 
show pronounced histological variations. These have 
been classified by Henschen (quoted by Cynman 1930) 
and by Henke and Lubarsch (1927). The groupings 
are rather academic and will not be discussed in detail. 
One may say, briefly, that all possible combinations 
of old and new disease foci have been observed. In 
Flandrin’s case the spleen exhibited numerous Gandy- 
Gamna or siderotic nodules. On close examination 
some of these were found to differ from the others 
inasmuch as they showed whitish central areas, 
occasionally visible with the naked eye. 

Microscopy showed that these abnormal types had 
four zones :— 

1. A central caseous mass. 

2. An intermediate fibrous zone. 


3. An outer fibro-siderotic zone with characteristics of a 
siderotic nodule. 


4. A peripheral zone with a slightly hemorrhagic edge. 


The central zone was finely granular and with 
high magnification appeared to be a caseous material 
on a background of amorphous tissue and debris. 
No tuberculous giant cells were seen but Koch’s 
acid-resistant bacilli were detected. At times they 
were homogeneous, at others they had clear spaces 
giving them a granular appearance. Some nodules 
exhibited no organisms and in others they were found 
with difficulty. ' 

The next zone consisted of concentrically arranged 
fibres of connective tissue with occasional deposits of 
iron. The other zones need no detailed description. 
Flandrin (1931) noted an unusual degree of fibrosis 
around many of the splenic vessels and extending 
to the capsule. Infarets were noted at the level of 
the nodules, their occurrence here being explained by 
obliteration of the penicilli. 

Some sections from near the hilum showed early 
proliferative endophlebitis of the larger veins. There 
was extensive fibrosis of the pulp. The liver in this 
case exhibited fatty changes combined with cirrhosis ; 
the portal vein, hepatic artery, and bile-duct were 
unaltered though surrounded by sclerosed tissue. 
Flandrin thinks that he is the first to observe siderotic 
nodules containing tubercle bacilli and comes to the 
conclusion that the development of the nodules was 
conditioned by the appearance of tuberculous foci. 
This appeared the more likely since no tubercle bacilli 
were found in the spleen substance except such as 
were contained within the nodules. Animal experi- 
ments have so far failed to give a similar picture : 
Flandrin suggested that BCG might be used for 
further tests. 

ROUTE OF INFECTION 


There is no unanimity of opinion about the route 
by which infection reaches the organ, though I am 
inclined to think that the distribution of the lesions 
suggests that blood-stream infection is more common 
than lymphatic. Aschoff doubts the existence of 
“primary ” tubercle of the spleen, but, in this con- 
nexion, attention may be drawn to the work of 
Dreyer and Vollum (1931) who found, in animal 
experiments, that subcutaneous, intraperitoneal, or 
intravenous injection of tubercle bacilli gave positive 
blood cultures in 88 per cent. of their cases, It would 
thus seem possible that infection of the blood from 
these sources could easily give rise to “ primary” 
lesions in and around the splenic blood-vessels. 
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Greppi (1931) mentions experiments in which fluids 
containing organisms of typhoid and cholera were 
injected into the peritoneum. It was shown that 
these were quickly ingested by the spleen. Similar 
experiments by other workers have given similar 
results when tubercle bacilli of diminished virulence 
were employed. The resistance of the spleen to 
tubercle is however fairly high. It may play 
a general as well as a local part in defence if 
splenectomised persons, as has been suggested, are 
more prone to tuberculosis than others. Animals 
deprived of their spleens cannot be immunised against 
tetanus and quickly succumb to intercurrent infections. 

Enlargement of the organ in tuberculous disease 
is mostly due to fibrosis round the lesions. There 
are cases in which fibrosis appears to precede, and 
perhaps to favour, the tuberculous process. It has 
been suggested that tuberculous intoxication alone, 
without the immediate presence of bacteria, may 
cause fibrotic changes. With regard to the blood 
changes some authors think that attenuated tubercle 
virus stimulates the bone-marrow while Krumbhaar 
(1927) considers that the spleen gives rise normally to 
some substance which stimulates the marrow to 
activity. It is difficult to reconcile these views. 

Enlargement and hardening of the liver is observed 
in about half the cases of tubercle of the spleen 
(Greppi 1931). In some of these the liver exhibits 
nodular tuberculous lesions with some degeneration 
of the parenchyma or interstitial tissue. Tubercle 
systems may be seen along the portal vein. Other 
cases show an increase of connective tissue producing 
a cirrhosis of annular or periportal type, perhaps 
associated with steatosis. In these the foci may 
not be recognisable as tuberculous, being replaced 
by scar tissue. 

Foa’s researches with animals revealed changes 
similar to those occurring in man. He found that 
successive resections of the spleen or tying the splenic 
vein modified and reduced the morbid changes in 
the liver. 


TREATMENT 


Surgery is often justifiable and Cynman (1930) 
thinks that tubercle in the spleen, if left to itself, 
will always prove fatal, but the discovery of healed 
disease must modify his opinion. Hawkes (1919) 
has performed this operation with success. McNee 
(1931) points out that, taking all cases of splenomegaly, 
those in which operation offers the best hope of cure 
far outnumber the others, and, if we merely consider 
the splenic enlargements of unknown etiology, this 
is likely to be equally true. If adhesions are extensive, 
partial splenectomy may be of value. The existence 
of tubercle or other disease elsewhere does not inevit- 
ably negative surgery. The general mortality is from 
16-20 per cent. Greppi (1931) states that operation 
should be approached with reserve in the presence 
of polycythemia, and it is perhaps necessary to 
mention another risk which might be overlooked. 
This is an associated thrombocytopenic state as 
seen in Kellert’s (1931) case. 

Banti’s disease was divided by Rosenthal (1925) 
into two groups, due, as he thought, to two entirely 
different causes. In the first, the thrombocytopenie, 
there is a marked hemorrhagic tendency and a low 
platelet count. Operation gives good results, an 


immediate post-operative rise in the platelets being 
followed by a fall to approximately normal figures. 
In Rosenthal’s second group, the thrombocythemic, 
the platelets are normal or but slightly subnormal. 
Operation is followed by an enormous and persistent 
Patients in this 


rise—up to 1,000,000, or more. 
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group are very liable to post-operative thrombosis. 
Howel Evans (1929) has since confirmed these find- 
ings although Graham Bryce (1932) has since reported 
two cases, one a rather doubtful splenic anemia, 
in which the unexpected happened. In the first, 
with a low platelet count, fatal thrombosis occurred 
nine days after operation, In the second, the opera- 
tion was successful although the count was almost 
normal before operation and systemic thromboses 
had occurred before the spleen was removed. Kelly 
(1929) thinks a pre-operative count of 200,000 or 
less is within the safety limit. 

Under physiological conditions Samson Wright 
(1931) observes that splenectomy is followed by the 
development of a secondary anemia which gradually 
gives way to a normal count with a temporary increase 
of platelets. Removal of the tuberculous spleen, as 
recorded by Lambert and Bottin (1931), was followed 
by a rise in the platelets which they thought would 
be permanent, ‘There is a fair measure of agree- 
ment that the white cells, especially the polymorphs, 
increase for a time after splenectomy. They return 
later to normal figures. In one case Lambert and 
Bottin observed a persistent rise in the mononuclears 
after operation. They considered this indicated 
continued infection and were on the watch for fresh 
symptoms of tuberculosis. The post-operative changes 
in the blood, as observed by Wright, tally with most 
of the observations made after splenectomy for 
tuberele. In view of the prognostic significance of 
the platelet count in Banti’s disease it would be well 
to consider its value in dealing with the tuberculous 
spleen. Valdoni (1929) has described the effects of 
ligaturing the splenic artery and leaving the organ 
in situ in certain conditions. He quotes numerous 
vases of his own and many from other sources, and 
considers the operation a good one where it is desirable 
either to reduce the volume or the functional activity 
of the spleen. His paper does not refer to any such 
reatment for tubercle but states that where atrophy 
and not necrosis is to be anticipated after the inter- 
vention the same is justifiable. It is probable that 
such a procedure in dealing with tubercle of the 
spleen would be followed by necrosis and very 
dangerous sequele. X ray treatment appears of 
doubtful value. 


Tn concluding this paper I would like to record my thanks 
to Dr. W. E. Cooke for his help in my first case. I am 
likewise indebted to the librarian of the Royal Society of 
Medicine for his assistance in obtaining the necessary 
references. I also thank Dr, Basil Hood for permitting 
me to publish my two patients in St. Charles’s 
Hospital (L.C.C.), 
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PULMONARY REGURGITATION 


By GEOFFREY BourRNE, M.D., F.R.C.P. Lond. 


PHYSICIAN WITH CHARGE OF OUT-PATIENTS AND IN CHARGE OF 
THE CARDIOGRAPHIC DEPARTMENT, ST. BARTHOLOMEW’S 
HOSPITAL 


PATIENTS suffering from pulmonary regurgitation 
are so rare that a complete account of their investi- 
gation is worth putting on record. In the majority 
the regurgitation is functional and is secondary to 
an excessive pulmonary artery hypertension, which 
results in a stretching of the pulmonary valve ring. 
The chief cause of this pulmonary hypertension is 
either advanced mitral stenosis or severe arterio- 
sclerosis of the pulmonary artery. Very rarely con- 
genital heart disease manifests itself by a deficiency 
of the pulmonary valve. This is occasionally asso- 
ciated with some other type of congenital heart 
lesion, and is rarely found as a single defect. Acquired 
pulmonary regurgitation is usually a terminal lesion 
resulting from bacterial endocarditis of the right side 
of the heart. 


In a thousand cases that were fully analysed Maud 
Abbott (1936) found 8 primary cases of pulmonary regur- 
gitation, 2 of which were due to valvular insufficiency 
and 6 to congenital dilatation of the pulmonary artery. 
She found 13 other cases in the series where the lesion 
was associated with other congenital defects. The cases 
with valvular insufficiency had an average age of 43, and 
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FIG. 1.—Phonocardiographic tracing of the diastolic 
which starts with the second sound. It 
character rather than the timing of the 
relation to systole 


MURMUR 


murmur, 
shows the 
murmur in 


those with pulmonary artery dilatation of 14. Delayed 
development was noted in these cases ; elubbing of the 
fingers was present in both types; severe cyanosis was 
found in 3 out of 8,and polycythemia in the same number, 
Diastolic murmurs were noticed also in 3 out of 8 cases. 


The symptoms complained of in her series were those 
of cardiac insufliciency, which were present in 4 out 
of 8 cases. 


CASE REPORT 


The patient who is described here was seen at the 
request of Dr. George Graham, in his ward at St. Bartho- 
lomew’s Hospital. He was a man aged 54, poorly developed, 
his height being 4 ft. 10 in. and his weight lib. He 
was a meat-cutter by profession, who had remained in 
good health until ten years before admission, when he 
began to suffer from slight winter cough. This became 
slowly worse, but was never severe. Six months ago he 
began to notice undue shortness of breath when hurrying 
on the level or on climbing stairs. The onset of symptoms 
had been quite gradual. A month later his ankles began 
to swell, and, within a short ‘time, his legs and thighs. 
Walking became gradually more difficult, and after a 
fortnight he saw his doctor, who kept him in bed for six 
weeks. Three months ago he began to get up again, his 
breath still remained short, but he had no-cedema. He 
remained capable of doing light work until four days 
before admission, when the cedema returned rapidly. 


7 st. 


Past history. 
40 years ago, 
There is no history 
venereal disease. 


He suffered from pneumonia and pleurisy 
and from severe influenza 19 years ago. 
of rheumatic fever, diphtheria, or 


Family history—One brother 
disease at the age of six. 


died of congenital heart 
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On examination he was somewhat orthopneic. There 
was no wasting. Cyanosis of the cheeks and mucous 
membranes was well marked. Slight dyspnea was pre- 
sent at rest. There was no excessive pulsation in the 
neck, venous or arterial. Examination of the chest 
showed evidence of rather pronounced emphysema, and 
a few rales were present at the bases. The cardiac exami- 
nation is given below. The abdomen was somewhat 
distended but there was no evidence of free fluid. The 
liver was palpable, but not the spleen. There was definite 
clubbing of the fingers, and cedema of the feet, legs, and 
lumbar region. The 
urine was concen- 
trated and = con- 
tained a moderate 
cloud of albumin. 
During the course 
of his stay in hos- 
pital he remained 
afebrile, and the 
amount of sputum 





FIG. 2.—Simultaneous electrocardio- coughed up was 
gram (lead II) and brachial sphyg- insignificant. 
mogram. No evidence of rapid fall Snecial investi 
in pulse tension . pecial unvestiga- 


tions.—The blood 

showedhemoglobin 
100 per cent., red cells 6,140,000, white cells 15,520; the 
differential count was normal, except for a polymorpho- 
nuclear leucocytosis. The urine showed no red _ blood- 
cells or casts, but at first contained a cloud of albumin, 
which soon disappeared. No methemoglobin or sulph- 
hemoglobin was present in the blood-serum. The blood 
Wassermann reaction was negative. 


EXAMINATION OF THE HEART 

Physical signs.—On inspection no excessive vascular 
pulsation ; no abnormal pulsation of the precordium; a 
marked systolic pulsation in the epigastric notch. On 
palpation no thrill was felt, the apex-beat was hard to 
localise, and the impulse poor. It appeared to be about 
54 in. from the midline in the fifth space, and was not 
outside the mid-clavicular line. Palpation of the right 
ventricle in the epigastric notch elicited a forcible heaving 
impulse. On auscultation the first sound at the apex 
was of poor quality and the second sound definitely 
audible. At the bases sounds were exceedingly distant. 
In the fourth left space a loud harsh diastolic murmur was 
present near the sternum, 
and audible with much Lead 
less clearness in the third 


and fifth spaces. It was I 
present at all phases of 
respiration. The timing 


of this murmur and its 
character have been con- 
firmed by a gramophone II 
record and an oscillograph 
phonocardiogram (Fig. 1) 
made by Dr. C. V. A. 
Henriques at King’s Col- 
lege Hospital medical 
school. 


III 





The pulse on palpation SEG. 3. — Minctzecneiicam 


was of rather poor showing right-sided prepon- 
volume, and the blood derance, upright T in lead I. 
pressure was 140/90 mm, No evidence of auricular 


Hg. The fact that the hypertrophy. 


pulse wave was main- 

tained and did not fall was demonstrated by a brachial 
pulse curve taken simultaneously with the electro- 
eardiogram (Fig. 2). 

Electrocardiography.—Marked right-sided preponderance 
(Fig. 3) with an upright T-wave in lead I, and no evidence 
of auricular hypertrophy. 

Radiography.—The screening examination was reported 
by Dr. J. Simon as follows: transverse diameter of heart 
14 cm., and of the thorax 29 cm. There was no enlarge- 
ment in size detected, but the heart is abnormal in shape, 
there being a convex bulge in the left border just below 
the aortic arch (Fig. 4). This was clearly seen on the screen 
and in the oblique views was seen to be rather anterior, 
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suggesting the conus of the right ventricle. This region 
of the heart pulsated more than the aortic part. There 
was also marked exaggeration of the pulsations in the 
lower part of the right border and of both hilus shadows. 
The cwsophagus showed no abnormal deviations or inden- 
tations with the barium-swallow. A calcified plaque was 





FIG. 4.—Radiogram showing convex bulge on left border of 
heart. 


found to be present in the aortic arch, which, however, 
was not much dilated. The, hilum shadows showed 
increase of striation, and the vascular markings were 
increased in the lung fields. Conclusion: enlargement of 
the conus of the right ventricle; vascular congestion of 
the hilum region and of the lung vessels around. 

Kymography.—Dr. Simon also kindly did a kymo- 
graphic investigation. His report is as follows: The 
aortic pulsations were very small, presumably from the 
rigidity of the aortic wall, resulting from atheroma. The 
bulge in the region below the aortic knuckle showed deep 
round-type pulsations, and these were definitely abnor- 
mally shaped for this region of the heart. The left ventri- 
cular pulsations appeared to be within the normal limits. 
The right border of the heart showed a ventricular type 
of pulsation. This was presumably transmitted from an 
enlarged and hypertrophied right ventricle. Both hilum 
shadows showed gross accentuation of pulsation. Dr. 
Simon further stated that in the absence of sufficient 
normal controls showing hilum pulsation he did not wish 
to draw any definite conclusion from the type of graph 
shown, but stated that it appeared to be rather rounded 
in shape as well as accentuated in depth. 


The excessive hilum pulsation has been described 
by Schwartz (1927) and by Pezzi (1927) in pulmonary 
regurgitation; it is doubtless analogous to the 
excessive systemic pulsation seen in aortic incom- 
petence. 

COMMENTS 

The clinical history and physical signs of this 
patient appear to point to the presence of a much 
hypertrophied and excessively pulsating right ven- 
tricle. This must have been present for considerably 
longer than the history seems to suggest; indeed, 
the fact that his brother died of congenital heart 
disease is a point in favour of deducing that the 
lesion is congenital. The intervention of chronic 
bronchitis and emphysema is not an unusual event 
in causing failure in such patients, The loudness 
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and definite character, and timing and position of 
the murmur make it almost certain that this is caused 
by regurgitation through a semilunar valve. There 
is no evidence in favour of an aortic regurgitation ; 
there is very strong evidence suggesting that it is 
due to an insufficiency of the pulmonary valve. 

I am much indebted to Dr. Simon for his radiological 
help, and to Dr. George Graham for his kindness in allow- 
ing me to make full use of the clinical notes, and for the 
opportunity of investigating the case. 
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NUTRITION SURVEYS 
A SIMPLIFIED PROCEDURE FOR THE 
VITAMIN-C URINE TEST ! 


By Lesiie J. Harris, Se.D., D.Se., Ph.D. 
AND 
M. A. ABBASY, Ph.D., M.B. 


(From the Nutritional Laboratory, University of Cambridge, 
and Medical Research Council) 


Tue method previously described for the measure- 
ment of vitamin-C undernutrition? involves the 
collection of specimens of 24-hours urine to deter- 
mine (1) the “ resting level ’’ of excretion and (2) the 
response after test doses. In examining large groups 
of subjects—e.g., in surveys on school-children and 
sometimes in hospital work—the collection of the 
full 24-hours specimens may be inconvenient. Measure- 
ments of mere concentration are not recommended, 
since the result will depend too largely on the degree 
of dilution of the urine. The following procedure 
has been found satisfactory and sufficiently accurate 
for routine surveys. 

At 9 a.M.—e.g.,on arrival at school—the subjects ta be 
examined are instructed to empty their bladders into the 
bottles provided (this specimen of urine is discarded), 
and then not to urinate until 12 noon when a second 
specimen is obtained (or if necessary to retain any passed 
in the interim), This specimen is then titrated. The 
same programme is repeated on a second (and/or third) 
day. Following this, for one or two further days (or more 
if found necessary) the standardised test doses (70 mg. of 
ascorbic acid per one stone of body-weight) are adminis- 
tered at about 10 a.m., and urine collected on the same 
afternoon from 2-4 p.m., or preferably 2—5 p.m. 


Control tests have been carried out on large groups 
of volunteers kept on various graded levels of intake, 
and prove that the 3-hours morning specimen repre- 
sents with sufficient accuracy about one-eighth of 
the total day’s excretion—and hence furnishes a 
record of the “‘ resting level ”’—and that the collec- 
tion of the 2-hours or 3-hours afternoon specimen is 
adequate to show whether or not there has been any 
marked response to the successive days’ test doses. 

The morning period is chosen as most suitable for 
the measurement of the “resting level,” since it 
represents approximately the ‘fasting’? value. (In 
the very unlikely event of any sudden very large 
increase in the intake of vitamin C at breakfast, the 
consequent rise in excretion will not reach a maxi- 


1 Communicated to the Biochemical Society, at the Birming- 
ham meeting, Dec. 10th, 1937. 

2 Lancet, 1935, 1, 71, 462 ; 2, 1399; 1936, 1, 1488; 2, 1413; 
1937, 1, 177, 181. 
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mum until 4 or 5 hours afterwards—i.e., after the 
urine has already been collected.) The collection of 
urine in the afternoon, after the test doses, is arranged 
so as to coincide with the period of maximum response. 
As to standards, past work * on several hundreds 
of controls has shown that the resting level of excre- 
tion, as well as the response to the standard test 
dose, are closely graded in proportion to the past 
intake. Little variation is seen between duplicate 
subjects in equilibrium on given dietary intakes. 
The consumption of the reputed “ minimal-optimum ” 
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Amount of vitamin C excreted in 3 hours “ fasting urine ’’— 
e.g., 8 A.M. to 11 A.M., or 9 A.M. to 12 noon—in proportion to 
the total 24 hours’ output. Above: average of 2-days deter- 
minations (circles), or 3-days (squares). Below: single day’s 
determination. (For relation of daily output to past intake, 
see, for example, THE LANCET, July 24th, 1937, p. 179, Fig. 2. 
Data for rate of excretion after test doses have been published 
in previous papers.) 


intake of vitamin C, 25 mg. per 10 stone body-weight, 
causes the excretion at equilibrium of 13 mg. per day 
(resting level), and a response to the standard test 
dose generally on the first and certainly on the 
second day. Hence lower values raise the pre- 
sumption that the intake has been deficient. The 
** minimal-optimum ” intake referred to is the amount 
which has been found necessary to prevent a tendency 
to increased capillary fragility (Géthlin), and is in 
agreement with calculations based on the quantity of 
lemon juice needed to prevent incipient symptoms 
of scurvy in mariners. The needs are increased 
in infection and probably during pregnancy and 
lactation. 

Fuller numerical data and the results of some 
small-scale surveys will be’ published later. 


3 Loc. cit. (see especially Lancet, 1937, 1,177; 1935, 2, 1399). 


WILLESDEN GENERAL HospitaL.—The one-million- 
shilling fund for this hospital was opened on Nov. 30th 
at a public meeting. The money is to be spent on 
rebuilding the out-patient department, which is at 
present an old army hut where over 80,000 patients 
are treated annually. 
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CLINICAL AND LABORATORY | NOTES 


INFLUENZAL MENINGITIS IN AN ADULT 
WITH RECOVERY 


By E. Watson-Witiiams, M.C., Ch.M. Brist. 


SURGEON IN CHARGE OF THE EAR, NOSE, AND THROAT 
DEPARTMENT, BRISTOL ROYAL INFIRMARY 


MENINGITIS caused by Pfeiffer’s bacillus (Hamo- 
philus influenze) is rare in adults and recovery from 
it still rarer. Most often, apparently, the condition 
follows influenzal otitis media; but curiously 
enough in these cases the otitis is seldom complicated 
by clinical ‘“ mastoiditis’’—-which suggests that 
frank suppuration in the middle-ear tract tends to 
prevent the meningeal infection. In _ influenzal 
illnesses meningitis with sterile but turbid fluid is 
much more common than meningitis caused by the 
influenza bacillus, and it is seldom dangerous ; whereas 
the mortality in cases where H. influenza is isolated 
is well over 90 per cent. in all large series. Treatment 
with intrathecal injections of serum has not affected 
the fatality-rate, and in the following case the treat- 
ment adopted was frequent lumbar puncture, with 
intravenous injections of colloidal silver. 

The severity of the infection was shown by the 
character of the fluid withdrawn (at times only with 
great difficulty) and the low chloride content ; any 
reading below 0-600 per cent. usually indicates a 
fatal issue. The favourable feature was the gradual 
diminution in numbers of bacteria found as treat- 
ment continued. But beyond the actual treatment 
adopted this patient probably owes her life mainly 
to assiduous nursing care and the unremitting atten- 
tion of my house surgeon, Mr. J. F. Snawden. 


Mrs. A. B., 46, was referred to me by Dr. L. A. Moore 
on Sept. 30th, 1937, complaining of acute left earache a 
fortnight before, following a severe cold. The pain had 
ceased, but the ear had then discharged and become 
very deaf. The membrane was dusky and appeared 
bulging, but no perforation was seen; the least trace of 
moisture was found in the meatus. The opposite ear had 
been deaf from chronic mastoiditis with polypus for 
many years, but there had been no recent change. Infla- 
tion by Politzer’s method improved the deafness a little. 
There was no mastoid tenderness; the nose and throat 
were appare ntly normal, 

She went back to work, but on Oct. 5th she again had 
very severe left earache, and became “stone deaf.”” On 
the 6th she vomited once ; the temperature was 103° F., 
and she gave up work; she had headache “ all over the 
head,”’ bad enough to keep her awake all night. I saw her 
again on Oct. 8th, when she seemed completely deaf but 
had normal bone-conduction; there was no headache 
but she was writhing with backache—she could not lie 
in bed. There was well-marked opisthotonus, Kernig’s 
sign was prominent, the knee-jerks and plantar reflexes 
were absent. Temperature 101-2°F., tongue red and 
dry; constipated; no nystagmus; vague nausea and 
vertigo. She was admitted to the Royal Infirmary and 
lumbar puncture was performed. The _ cerebro-spinal 
fluid (C.S.F.) was under very high pressure (manometer 
not available), turbid and greenish ; 50 c.cm. was with- 
drawn. Report: “ purulent fluid, polymorphs 94 per cent., 
globulin plus 3, total protein 0-180 per cent., glucose 
absent, chlorides 0-590 per cent.; deposit shows small 
Gram-negative bacilli resembling B. influenza, no other 
organisms,.”’ Culture: “ pure growth cf B. influenze.” 

An intravenous injection of 30 c.cm. Collosol Argentum 
was given intravenously, and six hours later (midnight) 
80 c.cm. of C.S.F. was withdrawn (pressure 500 mm.) ; the 
fluid was much thicker and yellow in colour. Next morn- 
ing the patient was much more comfortable but drowsy, 
*““a wee bit of headache’; bowels open; temperature 


100-2° F., taking fluids well; no vomiting. At 11 a.m. 
50 c.cm. of C.S.F. was withdrawn (pressure 500 mm.) and 
50 c.cm, collosol argentum injected intravenously. At 
midnight lumbar puncture produced pale yellow fluid 
at a pressure of 400 mm. 

Treatment was continued with intravenous silver 
(50 c.cm.) and lumbar puncture once a day : on Oct. 10th 
70 c.cm. was taken; on the llth only 20 c.cm. Neck 
rigidity was increasing, although backache and opistho- 
tonus had gone. A report on the C.8S.F. was: ‘ purulent 
fluid (polymorphs 96 per cent.) containing numerous 
B. influenze ; glucose absent: chlorides 0-560 per cent.” 
On Oct. 12th there was diplopia; she had severe nerve 
deafness of both sides; no drowsiness, no headache ; 
back and neck rigid ; temperature 99-6° F, Only 5 c.cm. 
of fluid could be withdrawn by lumbar puncture. And on 
the 14th only 2 ¢.cm. of very thick fluid could be sucked 
out with a syringe ; it presented the most extraordinary 
appearance—thick, chocolate-coloured stuff which one 
would have thought could have come only from a liver 
abscess. After this the temperature ranged round 99° F. ; 
although the silver intravenous injections were continued 
daily, lumbar puncture was performed only twice, because 
after each puncture there was a considerable rise of 
temperature and malaise. On Oct. 23rd 10 c.cm. of very 
thick pus was drawn off, containing “‘ a few B. influenze ” ; 
patient drowsy, no diplopia. On Nov. Ist 15 c.cm. of 
thick blood-stained pus with “five B. influenz@ per 
field ’’ was obtained. The patient was no longer drowsy, 
her hearing was returning, and her temperature was 
normal, 

From this time she made steady progress; she 
was getting up on Nov. 16th, and though the hearing 
in her left ear was poor (as before the attack) her 
general condition was very good. She was discharged 
home on Nov. 24th and shown at a meeting of the 
Bristol Medico-Chirurgical Society on Dec. 8th. 





HAMATEMESIS WITH MULTIPLE 
RECURRENCES 


TREATED WITH REPEATED BLOOD 
TRANSFUSION BY THE CONTINUOUS DRIP 
METHOD 


By K. O. Brack, M.B. Camb., M.R.C.P. Lond. 
HOUSE PHYSICIAN AT 8ST. BARTHOLOMEW’S HOSPITAL, LONDON 


Tue following report illustrates the value of the 
repetition of blood transfusion in cases of recurrent 
severe hemorrhage from peptic ulcer, even where 
the prognosis seems hopeless. In the course of four 
weeks 6°4 litres of blood was given. The case differs 
from most others in which large amounts have been 
given by the drip method, in that the blood was 
given in a series of separate transfusions, as the 
indication arose ; only twice were quantities of more 
than a litre used (1°8 and 1°05 litres). The amount 
given on each occasion was calculated (except in 
the first transfusion) to restore the hemoglobin to 
a relatively safe level; no attempt being made to 
raise it to the higher levels which have been recom- 
mended (Wood 1936). The blood was introduced at the 
rate of 90-150 c.cm. per hour, sometimes with the 
apparatus devised by Marriott and Kekwick (1935, 
1936) and sometimes with the Jouvelet electric pump. 

The blood was supplied by the patient’s relatives 
and friends, except once when speed was of great 
importance and a Red Cross donor was called upon. 


A. B., aged 63, was admitted to hospital for hamat- 
emesis, which had occurred four days previously and again 
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on the day of admission. He had been in good health 
and not subject to abdominal pain, until six months 
before admission, when he lost his job. Since then his 
livelihood had been precarious, with consequent anxiety 
and irregularity of meals. Bouts of epigastric pain had 
started soon after this misfortune. The pain came on 
14 hours after heavy meals, and was relieved by alkalis. 
Five weeks before admission it had become rapidly worse. 
It was more intense and now ‘came on regularly after 
every meal, sometimes accompanied by vomiting, which 
gave relief. On the fourth day before admission the 
patient felt faint and weak, sweated and then collapsed, 
and vomited a quantity of dark blood. He was put to 
bed at home and later passed a large loose black motion. 
Next morning he felt weak and was pale, but because 
there was no pain he went to work, as also on the following 
two days. On the day before admission, after half a 
day’s work, he felt extremely weak and faint, and went 
straight home to bed. Next day he vomited a small 
amount of dark blood. 

On admission the patient was pale, restless, cold and 
sweating, and frequently complained of thirst ; his speech 
was rambling and hardly intelligible. The pulse-rate was 
102, the blood pressure 90/70, and the hemoglobin 34 per 
cent. (Sahli), A continuous-drip blood transfusion was 
started at once, and 1800 c.cm. from three donors was 
given in twenty hours. Three hours after the end of the 
transfusion the patient was troubled with cough, which 
lasted for several hours. Apart from this the result was 
satisfactory. There was a striking improvement in the 
general condition, and the hemoglobin rose to over 70 per 
cent., at which level it remained for the next 10 days. 
During this time there was a steady improvement, and 
the pulse-rate fell gradually to normal. On the eleventh 
day, however, there was a recurrence of bleeding as 
evidenced by a rise of pulse-rate associated with faint- 
ness and sweating. The hemoglobin fell to 40 per cent. 
On the twelfth day he became restless and vomited 
30 c.cm. of dark blood. A transfusion of 600 c.cm. of blood 
was given slowly by drip. Next morning the man 
again became gravely ill, and the hemoglobin was 
found to have fallen to 28 per cent. A litre of blood, 
given by the same method, produced great improvement 
and return of the pulse-rate to normal. The hemoglobin 
reached 48 per cent., and remained constant at about 
this figure for several days. 

On the seventeenth day there was again evidence of 
severe hemorrhage, and again the hwmoglobin fell 
abruptly, reaching 29 per cent. Another drip transfusion 
was given, only 600 c.cm. being used with the idea of 
minimising the risk of starting the bleeding again. This 
was followed by a rigor and pyrexia, which passed off 
quickly, leaving the patient very much better. Next 
morning his condition was still satisfactory, until quite 
suddenly he collapsed, became dyspneeic and stuporose, and 
rapidly lost consciousness. His skin was cold and moist, 
his pulse of poor volume and too rapid to count. A Red 
Cross donor was obtained, and 300 c.cm. of blood was 
given rapidly as a life-saving measure. The result was 
striking: improvement soon began to show itself, con- 
sciousness returning, and the mentality approaching 
normal. A further 500 c.cm. of blood was then given 
slowly at the ordinary drip rate, raising the hemoglobin 
to 48 per cent. Thirty-six hours later there was a 
similar event, which was treated by giving 1050 c.cm. 
-of blood. 4 

During the next ten days there was no evidence of gross 
blood loss, and the patient seemed to be gaining ground. 


The hemoglobin remained at or about 45 per cent. On 
the twenty-ninth day he became restless again, and 
estimations of the hwmoglobin showed that this had 
fallen to 35 per cent. A transfusion of 550 c.cm. was 


given, after which, though blood could be detected in 
the stools by the benzidine test, for a further three weeks, 
there was no recurrence of the severe hemorrhage. From 
this time he made a slow but uninterrupted recovery, 
and he was discharged, after 12 weeks in hospital, gaining 
weight, with a hemoglobin of 69 per cent. and with no 
blood detectable in the stools by chemical methods for 
the past 5 weeks. A barium meal showed an area of 


spasm in the prepyloric segment, but no ulcer crater was 
seen, 


The duodenum appeared normal. 
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In a previous case of hematemesis in 1933, in which 
the outlook seemed hopeless owing to repeated severe 
blood loss, a series of transfusions each of 400 c.em. 
was given. Six of these were required, after which 
the patient made a good recovery. This case came 
before the days of the continuous-drip method, but 
like the present one it was instructive in showing 
the value of persisting with transfusion, even when 
it may seem that the patient is beyond hope, and 
that to keep on transfusing will be to waste blood. 


I should like to thank Dr. George Graham for permission 
to publish these notes and for much valuable advice in 
their preparation. 
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BUFFERED CITRATE SOLUTION 
BLOOD TRANSFUSION 


IN 


By TremMpLe Grey, M.A. Oxon., M.B., Ch.M. Sydney 


PATHOLOGIST TO THE EAST LONDON HOSPITAL FOR CHILDREN ; 
HON. PATHOLOGIST, EAST END MATERNITY HOSPITAL 


MANY reasons have been advanced for the reactions 
seen from time to time after blood transfusion. 
Chilling of the blood is one, and this I have overcome 
by taking the donor’s blood into a Dewar flask. 
Some however who take other precautions against 
chilling assure me they came across reactions never- 
theless. 

It occurred to me in August, 1934, that the alka- 
linity of the citrate used might be a cause, and con- 
sidering that on general principles anything offered 
to the circulation ought to have, if not the actual 
salt constituents of the blood, at least an approxima- 
tion to these and especially the proper pH (7-3), I 
prepared a modified citrate solution which has been 
used by myself and others with satisfactory results 
ever since. 

Stock solution.—Dissolve 0-6 g. KH,PO,, 0-9 g. CaCl,, 
and 3-0 g. glucose in 100 c.cm. distilled water. This keeps 
many months. 

Buffered solution for use.—Take 30 c.cm. physiological 
saline and 30 c.cm. distilled water into a clean flask, add 
2-0 g. sodium citrate. (It is useful to keep in the screw- 
topped bottle of pure sodium citrate a glass scoop, 
consisting of the filed-off bottom of a hard glass tube cali- 
brated to contain 1-0 g.; pick out with a pair of forceps 
kept for the purpose.) Add 2 ¢.cm. stock solution. Boil 
for ten minutes. As the solution cools, add a few drops 
of phenol red solution. The reaction will be alkaline. 
Filter while hot into another flask. When cool, two or 
three drops of normal HCl will give the copper colour of 
pH 7:3. Cover with a suitable rubber cap. This solution 
keeps indefinitely. 


For use, take one volume of the solution for nine 
volumes of blood—for example, 30 ¢.cm. (1 oz.) of 
solution and 270 ¢.cm. blood make up 300 ¢.cm. 

* 


1 Lancet, 1932, 2, 127. 


DERBYSHIRE RoyAL INFIRMARY.—A contributory 
scheme is to be introduced at this hospital to help to 
provide funds for its development. The scheme will also 
benefit other voluntary hospitals in the area, A 48-hour 
week for nurses is to be started, which means that 
64 members must be added to the staff, and difficulty 
is being experienced in obtaining suitable candidates. 


oleh. 
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MEDICAL SOCIETIES 


MEDICAL SOCIETY OF LONDON 


At a meeting of this society held at 11, Chandos- 
street on Dec. 13th, with the president, Mr. J. E. H. 
Roserts, in the chair, Mr. H. W. RopGERs opened a 
discussion on modern methods in the 


Investigation of Gastric Diseases 


He said that investigation should be directed to 
diagnosing the anatomical and psychological lesions 
and the constitutional type of the patient. History- 
taking and clinical examination were no less impor- 
tant than they had been before the development of 
instrumental and laboratory aids. They contributed 
largely to the psychological and constitutional diag- 
nosis. A complete examination was essential to 
discover extragastric disease and to point the way 
to a special line of investigation. The barium enema, 
the cholecystogram, and perhaps even the gold curve 
had a part to play. The occult blood test was of 
great value, especially to the general practitioner, 
for it might exclude gastric ulcer, and possibly 
gastritis without erosion. Much importance was 
attached by some authorities to a negative result. 
In hospital the test might be useful for deciding 
which of the many cases suspected of gastric ulcer 
and carcinoma should be examined by X rays. The 
analysis of gastric juice gave little help in the primary 
anatomical diagnosis but might differentiate between 
innocent and malignant ulcer. The acid value helped 
to determine the constitution and would probably 
influence the treatment. A small number of cases 
of severe dyspepsia was due to allergy, and a careful 
history should be supplemented by skin tests, a 
dietary diary, and an elimination diet. Radiology 
should always precede gastroscopy ; the two investi- 
gations were complementary. The more efficient the 
radiologist the less was left to the gastroscopist to 
discover and the more for him to confirm, especially 
in chronic ulcer and carcinoma. Mr. Rodgers described 
the technique of gastroscopy and showed slides 
illustrating appearances in various conditions. 

Dr. G. T. Cattrnrop described the investigation 
of the mucosal relief pattern by the methods chiefly 
associated with the name of H. H. Berg, though not 
originally invented by him. A thin layer of contrast 
meal gave a general survey of the mucosa on the 
screen, and then aimed exposures of small and 
important areas were secured by the use of a lead- 
lined tube fitted with a small cassette which was 
pressed against the patient’s body in such a way as 
to bring the required area into view with much the 
same effect as that of a magnifying-glass. The 
apparatus must be so designed as to enable the 
exposure to be made without more than an instant’s 
delay. The folds had three properties: direction, 
width, and consistency. The first two were obvious, 
but consistency must be tested by palpation; the 
normal fold could easily be obliterated. The first 
signs of gastritis were a change of direction and a 
coarsening of the folds, but not every broadening 
should be diagnosed as gastritis. A change in con- 
sistency was very important: the folds were stif- 
fened—as it were, starched—and when compressed 
by hand could only be obliterated with great diffi- 
culty, if at all. Excess of secretion should be removed 
by an Einhorn tube. If the normal relief pattern 
extended to the base of an ulcer, macroscopic carci- 
nomatous changes had probably not developed. The 


aimed exposure would show a much smaller ulcer- 
niche than could be detected in a filled stomach. 
Dr. Calthrop showed a number of films in which the 
appearances on the profile of a stomach were con- 
trasted with those of the mucosal relief. Berg’s 
methods, he said, had not facilitated X ray examina- 
tion but had made it more laborious and interpre- 
tation more difficult. They gave, however, more 
direct evidence of duodenal ulcer, duodenitis, and 
gastritis, and showed more satisfactorily the extent 
of carcinoma. 

Dr. 8. COCHRANE SHANKS enumerated among the 
radiological signs of a malignant ulcer the size, 
which might be up to 2-5 em. A conical or irregular 
shape, poorly defined, especially if there were also a 
meniscus or rolled-over edge, pointed to malignancy. 
Convergence of the ruge was another suspicious 
sign. Ulcers on the greater curve were said always 
to be malignant. The therapeutic test was misleading 
and might waste valuable time, for a malignant ulcer 
sometimes appeared to grow smaller in the initial 
stages. Radiology could give no certain answer to 
the question, and the aid of the gastroscope was 
necessary. The characteristic colour was an impor- 
tant piece of evidence, and Dr. Shanks suggested that 
all large lesser-curve ulcers should be submitted to 
gastroscopy as a routine. Jejunal ulcer was not 
difficult to show radiologically, and even if the crater 
was not visible jejunitis, the precursor of ulceration, 
could be seen. He doubted whether it was necessary 
to make the usual clear-cut distinction between 
ulcer and the inflammation of which an ulcer was 
only an incident. He suggested that the duodenal 
niche should be occupied “ by the bust of Barclay 
rather than that of Berg.” 

The Trendelenburg position and the double- 
swallow method had primary importance in diagnosis 
of conditions of the lower cesophagus and the fundus. 
Congenital partial thoracic stomach must be dif- 
ferentiated from true hiatus hernia, as the former 
could not be surgically treated. In true herniation, 
to use the expression of Sir Thomas Dunhill, the 
cesophagus “came down and hit the fundus with a 
bump,” and curled round it, entering the cardia at 
the side. For a diagnosis of carcinoma of the cardia 
both the erect and supine views should be used. In 
an early case the delay in the passage of the meal 
through the cardia might be slight, but the radio- 
logist might fail to note the intermittent spurt. In 
a developed case, compression signs might be seen. 
Radiology could also help to determine whether a 
vicious cycle existed in a gastrocolic fistula. Most 
of the cases clinically labelled with this diagnosis 
really owed their symptoms to obstruction. 

Dr. R. 8. AlTKEN said that during the last year 
he had examined about a hundred stomachs with 
the gastroscope. In a few cases it had shown an ulcer 
which the radiologist had not found, or had shown 
a small area with a yellow slough denoting an imper- 
fectly healed ulcer which gave no radiological appear- 
ance. In the stomach of a middle-aged woman 
which had appeared normal on the screen, he had 
been able to see an obviously irregular, grossly 
lumpy mucosa with an intact surface which had not 
seemed so flexible as it should have been. A month 
later another radioscopic examination had shown an 
obvious filling defect. In another case where there 
had been some suggestion of carcinoma and the 
radiologist had found an irregularity the nature of 
which was obscure high up on the anterior wall, 








Dr. Aitken had been able to recognise it as a healed 
ulcer from its small, smooth central area surrounded 
by a distinct star of radiating folds. In a number 
of cases he had seen parastomal gastritis. The colour 
of the membrane in gastritis seemed to vary with 
the distance of the lens from the surface and also 
with fatigue of the eyes. He could recognise con- 
fidently hypertrophic gastritis by the gross mam- 
millation. Minor mammillation was merely an exag- 
geration of the normal appearance and it was difficult 
to know where to draw the line. The appearances of 
atrophy were characteristic and easy to recognise. 
Much information was necessary before these findings 
could be correlated with symptoms. An obstacle to 
advance was the difficulty of examining normal 
stomachs, for many patients found the operation too 
uncomfortable. 


Mr. HerRMon TayYLor showed a gastroscope he had 
designed, the distal end of which could be flexed 
by traction on a wire. He also showed a number of 
gastroscopic pictures, including some representing 
appearances in leather-bottle stomach, where the 
membrane was rigid and not distensible; and in 
early carcinoma of the stomach, where the swellings 
round the crater might be taken for distended rugz. 
In his view mammillation indicated hyperplasia ; 
in fourteen cases presenting this appearance the test- 
meal gave acid values twice as high as the normal. 
Any peptic ulcer would show signs of healing on 
strict medical treatment, and it was therefore worth 
while to spend three weeks on observation before 
deciding that an ulcer was malignant. 

Mr. HaroLp Epwarps asked to know the indica- 
tions for gastroscopy from the standpoints of research 
and of clinical investigation. The gastroscope had 
great potential value for research but he would depre- 
cate its use uncorroborated by other methods. It 
should be studied by whole-time workers who were 
able also to examine the cases clinically and radio- 
logically, apply the usual laboratory tests, and learn 
to draw what they saw. They should also be present 
at operation. He suggested as profitable fields for 
investigation cases suspected of a gastric lesion of 
which the radiological evidence was negative ; those 
with a radiologically detectable but undiagnosable 
lesion; patients who developed symptoms after 
operation; and the healing process of an ulcer, 
with a view to establishing an exact criterion of 
healing. 

Mr. E. J. Kine, Ph.D., described the test-meal 
performed at the British Postgraduate Medical Schooi 
with a combination of alcohol and histamine. It did 
not introduce the psychic factor usually associated 
with gruel meals, and did not dilute the pure juice. 
Useful data was obtained from the relation between 
the humoral and the pharmacological types of 
reaction. 

Dr. G. E. VILVANDRE congratulated the gastro- 
scopists on the progress they had made and admitted 
the indispensable help they gave in detecting lesions 
which escaped the radiologist. He preferred the use 
of films to screening in the study of the relief method. 
This method had the drawback that when much 
pressure was exerted upon the stomach by an inex- 
perienced man he might produce an appearance 
something like a filling defect. Sound clinical 
examination must precede the use of all these 
methods. 

Dr. G. W. Goopuart doubted whether alcohol 
might not produce in some stomachs an inflammatory 
rather than a physiological result. The important 
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matter in a test-meal was its interpretation. Alcohol 
and histamine would enable the pathologist to 
estimate the amount of acid secreted, but they would 
tell him nothing about the muscular function. For 
this information he must use the gruel meal. 





MEDICAL SOCIETY OF INDIVIDUAL 
PSYCHOLOGY 


AT a meeting of this society on Dec. 9th, with 
Dr. H. C. SQUIRES in the chair, a paper on 


Adler and the Relation of the Sexes 


was read by Dr. O. H. Woopcock. Adler, he said, 
had often been accused of avoiding the issue on sex, 
but this indictment had little justification except 
that, in his revolt from the tremendous stress laid 
by Freud on sex, Adler had laid more emphasis in 
his writings on the subjects of the “ will to power ” 
and ‘‘community (or social) feeling.” He taught 
that a person must adjust himself to life along three 
lines—to society, to vocation, and to sex—if a com- 
pletely harmonious personality was to result. The 
biological urge of every living organism was to 
complete development characteristic of its species. 
In his unpublished lecture, ‘“* Marriage as a Task,” 
Adler described monogamy as the highest sexual goal 
for mankind and regarded it as a-constructive task, 
requiring infinite patience and understanding, on 
the part of two people determined to enrich and 
relieve each other’s lives. All sexual relations or 
attitudes other than mating founded on mutual 
affection and thoughtfulness were useless goals, 
fictive and demoralising; the retreats of cowards, 
foolish short-cuts of the lazy, and attempts at domi- 
nation by the cruel and egoistic. A sexual illness 
arose when one person used another only for his or 
her own profit. There should not be dominance on 
either side in the sex relationship of male and female. 
Marriage was the highest expression of social feeling 
in which the ideal aim should be “to give’’ and the 
requirements were exceptional ability to identify 
oneself with the partner. 


Joint TUBERCULOSIS COUNCIL.—At the November 
meeting of this council skiagraphic terminology was 
considered and a committee consisting of Drs. G. Jessel 
(convener), James Watt, W. H. Dickinson, G. H. Hebert, 
and W. Burton Wood was appointed to consider and 
report thereon. A memo was presented by Dr. F. J. C. 
Blackmore concerning holidays with pay, and it was 
resolved “‘that in the considered opinion of this 
council the provision of compulsory holidays with pay 
would be a great forward step toward the promotion of 
public health ’—a copy of this resolution to be sent to 
the Ministry of Health and to the secretary of the Govern- 
ment committee dealing with the subject. The shortage 
of nurses was discussed and the Infection Committee, 
together with Dr. Lissant Cox, Mr. J. E. H. Roberts, 
Dr. J. B. McDougall, and Dr’ F. G. Heaf, were asked to 
prepare and arrange for the submission of evidence to 
the departmental committee investigating the nursing 
services. A memo on the Government’s milk policy was 
presented by Dr. C. O. Hawthorne on behalf of the Milk 
Committee. After describing the present position the 
memo regretted the delay suggested in enforcing 
pasteurisation orders and criticised the use of the word 
‘“* accredited.”’ The object of the memo, which will be 
sent to the Ministries of Health and Agriculture and 
medical Members of Parliament, is to secure the supply of 
safe milk to all consumers. 
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REVIEWS AND NOTICES OF BOOKS 


Prognosis in Schizophrenia 
and the Factors influencing the Course of the Disease. 
By GABRIEL LANGFELDT, M.D. London: Hum- 
phrey Milford, Oxford University Press. 1937. 
Pp. 228. 12s. 


A Group of 100 patients was investigated by Dr. 
Langfeldt seven years or more after they had been 
first diagnosed by Prof. Oskar Vogt of Oslo as 
suffering from schizophrenia; with this group he 
compared another of equal size in which the same 
diagnosis had been made but regarded as doubtful 
at the time. More than half of the monograph 
is devoted to case records and their discussion. 
This is characteristic of Dr. Langfeldt’s approach 
to the problem. His study is essentially in the 
Kraepelinian tradition, though his conceptions of 
schizophrenia are, of course, those of the present 
day. His main conclusions are that the bodily 
constitution is of greater significance in prognosis 
than the mental, though the concurrence of both 
the predisposing forms—i.e., leptosome habitus and 
schizoid temperament—is very unfavourable; also 
that a bad outlook is to be recognised, in the acute 
stage of the illness, by symptoms of projection, 
derealisation, and depersonalisation, with primary 
incomprehensible delusions of persecution and the 
like; ‘“‘genuine”’ catatonia, for which no obvious 
exciting factors can be demonstrated, is also ill- 
omened. It is necessary, however, to note that he 
uses the words “ projection,” ‘‘ derealisation,’ and 
‘depersonalisation’’ in a slightly different sense 
from those current here; and readers unfamiliar 
with the idiom of German psychiatry will now and 
then have difficulty with his terminology. He 
contrasts European and American psychiatry, imput- 
ing to the latter a neglect of the distinction between 
what is endogenous and what is reactive. In this, 
and throughout his book, he scarcely does justice to 
the inherent difficulties of such an attempt. The 
references are, with two partial exceptions, only to 
work by Scandinavian and German writers. The 
value of the monograph lies more in its method and 
the incidental discussion than in its conclusions. 


The Business Side of Medical Practice 
By THEopoRE WIpRUD, Executive Secretary of the 
Medical Society of Milwaukee County; Lecturer 
in Medical Economics at the Marquette University 
School of Medicine. London: W. B. Saunders 
Company. 1937. Pp. 177. 12s. 


UNLIKE certain villains in recent fiction, doctors in 
fact are only too often deplorable men of business. 
Such, at least, is the opinion of Mr. Wiprud who 
speaks from bitter experience. ‘‘ Well, I suppose I 
should be interested” is the devastating reply he 
commonly receives from doctors with whom he tries 
to discuss the business side of their lives. That the 
practitioner should be a good doctor rather than a 
good man of business none would dispute but, in a 
competitive world, is there any reason why he should 
not be both? In this book the author attempts to 
show the doctor not only how to put, and keep, his 
financial house in order, but also how to put his 
goods in the shop window. Thus, in addition to 
advising him upon such matters as personal (mone- 
tary) efliciency, office (surgery) management, financial 
and case records, and investments, he tells him how 


to behave in court, how to prepare a manuscript, 
how to speak in public, and how to cope with the 
press. There is no question that this is an “ improv- 
ing” book which deserves to be widely read, but one 
has an uneasy feeling that those for whom it would 
be most useful will not bother to read it or, if they do, 
will continue, obstinately unimproved, in the same 
old rut. 





Eden’s Manual of Obstetrics 


Eighth edition. Revised by EarpLEY HOLLAND, 
M.D., B.S. Lond., F.R.C.P. Lond., F.R.C.S. Eng., 
F.C.0.G., Obstetric and Gynecological Surgeon and 
Lecturer on Obstetrics and Gynecology at the 
London Hospital. London: J. and A. Churchill. 
1937. Pp. 765. 248. 


THE eighth edition brings a new lease of life to 
this standard work. Hardly a doctor has qualified 
without some acquaintance with “‘ Eden and Holland,” 
and in this edition the survey of obstetrics is complete, 
balanced, and up to date, including as it does those 
recent advances which having been tested are 
becoming part of current practice. The sections 
on endocrinology and dietetics, on the study of the 
anzemias of pregnancy, on the uses of analgesia and 
anesthesia, and on the bacteriology and chemo- 
therapy of puerperal infection are noteworthy. An 
excellent guide to further reading appears at the end 
of each part of the book, and the index and table of 
contents are detailed. 





A Practice of Orthopedic Surgery 


By T. P. McMurray, M.B., M.Ch., F.R.C.S. Edin., 
Director of Orthopzdic Studies and Lecturer in 
Orthopedic Surgery, Liverpool University. London : 
Edward Arnold and Co. 1937. Pp. 471. 2ls. 


ONLY a surgeon and teacher of great experience 
could succeed, as Mr. McMurray has done, in the task 
of writing a short book on orthopedic surgery 

As its title implies, it is essentially a practical work 
concerned mainly with diagnosis and treatment, and 
is written in rather a dogmatic manner which leaves 
no possible doubt as to the author’s meanings. In a 
book of this kind it is always possible to pick out a 
statement here, and recommendations there, with 
which other authorities would not agree; but the 
disagreement would be on matters of detail and not 
in principle. 

A student who has mastered the subject matter 
and this ought not to be difficult, for the book is 
clearly written, easy to handle, and abundantly 
illustrated—will be equipped to take an intelligent 
interest in any orthopedic case in his practice. 


Pediatric Dietetics 

By N. THomas Saxt, M.D., F.A.C.P., F.A.A.P., 

Associate and Lecturer in Diseases of Children, 

New York Post-graduate Medical School, Columbia 

University. London: Henry Kimpton. 1937. 

Pp. 565. 32s. 

ALTHOUGH dietetics has reached a more august 
position in the scientific hierarchy in America than 
in this country, there can surely be little justification 
for many of the diets pontifically laid down for 
almost every disease of childhood. Much space 
could have been saved and the practical value of 
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this book immeasurably increased if it had been 
written more critically and carefully, with avoidance 
of needless repetition. The book is hardly likely to 
appeal to many English readers, since although it 
contains many useful food tables and recipes it is 
too pretentious to give great confidence. It has a 
certain value for purposes of reference, since it 
contains much useful information not readily obtain- 
able, and an extensive (if uneven) bibliography. 


Textbook of Gastroscopy 
By Norpert HENNING, Professor of Medicine in 
the Municipal Hospital, Firth; formerly Privat- 
dozent in the University of Leipzig and Senior 
Assistant in the Medical Clinic. Translated by 
Haroitp W. Ropeers, F.R.C.S., St. Bartholomew’s 
Hospital, London. London: Humphrey Milford, 
Oxford University Press. 1937. Pp. 86. 7s. 6d. 


Ir was suggested in THE LANCET a few weeks ago 
that gastroscopy may now be regarded as an estab- 
lished clinical method, and mention was made inci- 
dentally of the special contribution to its modern 


A REVIEW OF REVIEWS 


A sURVEY in retrospect may remind those seeking 
any work from a general elementary text-book to a 
highly technical monograph of what has recently 
been placed on the market in this country. Official 
publications or reports have been omitted from con- 
sideration, because their inclusion would be misleading 
without reference to important reports printed in 
this and other journals instead of being issued in 
book form. To assess the permanent value of such 
contributions perspective is required, and from no 
insular angle. The following note claims no more 
than to be a classified summary of the books issued 
during the year (or late in 1936) in the English language 
which have seemed to our reviewers most likely to 
interest the medical public.’ 


ENCYCLOP DIAS 
The ‘ Practitioner’s Library of Medicine and 
Surgery,”’ edited by George Blumer and Ira V. 


Hiscock, which emanates from Yale University and 
is designed for the use of American practitioners, 
has now been completed except for a supplementary 
index. Though each volume deals with separate 
sv bjects, such as diseases of the ear, nose, and throat 
(XI) and preventive medicine and hygiene (XII), 
it is obtainable only in sets of 12 volumes for £30. 
The ‘ British Encyclopedia of Medical Practice ” 
of which Volumes II-VI have been issued during 
the year, can be obtained separately at 35s. a volume, 
but as the arrangement of the articles in this work is 
alphabetical it is less likely that there would be a demand 
for single volumes. This encyclopedia is under 
the general editorship of Sir Humphry RKolleston, 
with the assistance of F. R. Fraser, G. Grey 
Turner, James Young, Sir Leonard Rogers, and 
F. M. R. Walshe, and has most distinguished 
contributors. 


GENERAL MEDICINE 


In a new large ‘‘ Textbook of Medicine ”’ (36s.) 
C. P. Emerson has tried to set the clinical behaviour 
of disease in the forefront of his presentation. 
The result is no fundamental departure from 
the common sequence, but rather an unusual 
shifting of emphasis. Another American pro- 


1 A few books among those mentioned have not yet been 
reviewed in our columns. 
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technique that has come from this country—namely, 
the accessory balloon which was designed concurrently 
by Mr. Hermon Taylor and Mr. H. W. Rodgers, 
and described by the latter in THe LANCET in 1936. 
Mr. Rodgers has now done a further service to English 
gastroscopists by passing on to them in translation 
Prof. Henning’s admirable little text-book. It is 
too small to challenge comparison with the treatises 
of Schindler and of Gutzeit and Teitge, but it is sue- 
cinct, informative, and nicely illustrated , it will be 
useful to the beginner in gastroscopy and interesting 
to the onlooker who wants to know briefly what it is 
all about. Translation is a tedious task, and usually 
brings the translator more labour than credit. Mr. 
Rodgers’s version is straightforward and readable, 
as well as following the original closely ; he will be 
forgiven for occasional lapses into awkwardness or 
obscurity, such as “ perspective is severe” in the 
legend to one of Henning’s gastroscopic photographs. 
The coloured illustrations are very good. In his own 
preface Mr. Rodgers pays a graceful tribute to the 
author, a physician, whose personal interest and 
friendliness has been of great help to many of those 
now using the gastroscope in this country. 


fessor, W. R. Houston, in “The Art of Treat- 
ment ”’ (21s.) joins those who criticise the medical 
schools for paying too little deliberate attention to the 
teaching of treatment. He writes discursively, with 
a certain conscious brightness, but the plea that 
treatment needs to be thought about more thoroughly 


and more honestly is undoubtedly sound. R. H. 
Major and D. C. Sutton have both written books 
entitled ‘‘ Physical Diagnosis” priced at 21s. The 


former will interest practitioners, but its length and 
historical approach are disadvantages from the 
student’s point of view ; the latter has some remark- 
ably good radiograms among other features which 
make it easy for the novice to follow. <A ‘“ Vade 
Mecum of Medical Treatment ’’ by W. Gordon Sears 
(10s. 6d.) provides excellent summaries of accepted 
modern procedure in this country. The prescriptions 
given are for the most part models of rational therapy. 
The contributors to the third and final volume of 
the series on ‘* Modern Treatment in General Practice,” 
edited by C. P. G. Wakeley (10s. 6d.), found it essential 
to deal as much with diagnostic methods as with 
treatment proper,and the articles are none the worse 
for that. The busy practitioner will find light and 
profitable reading also in ‘ Medical Diagnosis: 
Some Clinical Aspects ”’ (10s. 6d.) by S. Levy Simpson, 
while one who has not much experience will welcome 
hints from Vincent Norman, who has embodied 
the ‘‘ Essentials of Modern Medical Treatment ”’ 
(10s. 6d.) in a convenient volume, though he is a 
little than modern in his faith in certain 
remedies. A bold new voice is raised by A. T. Todd 
in a sweeping condemnation of traditional thera- 
peutics called ‘‘ Treatment of Some Chronic and 
‘Incurable’ Diseases’? (10s.). The suggestion 
is maintained throughout the kook that patients 
treated on the lines described in terse, downright and 
persuasive style by the author, will fare better than 
those in the hands of the average physician; the 
book leaves us unconvinced though it shows much 
ability and much enthusiasm. 

Intermediate between new books and new editions 
comes the monumental ‘“ Nelson’s New Loose- 
Leaf Medicine”’ (£29 for eight volumes), edited by 
W. W. Herrick, which is kept evergreen by replace- 
ments and has been reissued this year in more 
convenient coVers. Of the new editions Price (36s8.) is 
a tried favourite, growing more and more popular ; 
Savill’s system (36s.) will keep its friends and make 
new ones. J. J. Conybeare and G. E. Beaumont 
have brought up to date books on general medicine 
(at 21s. each) which may have been given a start 
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by loyal students respectively of Guy’s and the Middle- 
sex, but are now established on their merits. Sir 
Walter Langdon-Brown and Reginald Hilton bring 
physiological principles in treatment (10s. 6d.) 
to the bedside, mobilising especially the physiologist’s 
more recent contributions to medicine. Charles 
Newman now includes a very useful chapter on 
sudden insanity among medical emergencies (8s. 6d.), 
and Robert Hutchison’s little trilogy on the 
fundamental principles of clinical medicine (3s, 6d.) 
is well worth re-reading. 


GENERAL SURGERY 


Nelson’s New Loose-Leaf Surgery, edited by 
Allen O. Whipple, offers an immense advantage in 
return for the high initial cost of £32 for the set of 
eight volumes. The investment will yield good 
interest in the form of constant renewal of parts as 
they become obsolete ; the last ten years has shown 
that reliance can be placed on the periodical arrival 
of excellently revised versions. 

Those who undertake the care of surgical patients 
should not neglect to study ‘* Preoperative and Post- 
operative Treatment ”’ (25s.) by R. L. Mason. Of 
the new editions of popular students’ text-books 
Romanis and Mitchiner (28s.) is a large work for 
the undergraduate to master but it is easy to read 
and remarkably complete. Rose and Carless (30s.) has 
undergone fissure into two convenient volumes. 
H. S. Souttar has been industrious in preparing new 
editions both of his fine Art of Surgery (30s.) and of 
the little book (7s. 6d.) which is designed for the 
pocket of the surgeon but is more likely to be carried 
about by the undergraduate. Frederick Christopher 
gives to the term minor surgery (42s.) a wide mean- 
ing. His delight in discovering, trying, and making 
known to others devices that contribute to the 
success of an operation or the comfort of the patient 
is evident on every page. Those who want merely 
a descriptive catalogue of the important steps of 
operations will find J.S. Horsley’s work ( 63s.) accurate 
and beautifully illustrated ; much more guidance on 
the choice of methods in operative surgery (21s.) is 
given by Alexander Miles and Sir David Wilkie. 


OBSTETRICS AND GYNACOLOGY 


The widespread idea that the maternal mortality- 
rate could be improved by the better education 
of doctors in midwifery seems to have stimulated 
a number of obstetricians, singly or in groups, to 
offer to others the benefit of their experience. 
Gibbon FitzGibbon’s ‘ Obstetrics’ (16s.) deals 
adequately with what may be termed the mechanical 
side of the subject, ignoring social and psychological 
aspects. E. A. Schumann has produced a ‘ Text- 
book of Obstetrics” (27s. 6d.) which is read- 
able, instructive, and _ beautifully — illustrated. 
Paul Titus reflects the mature outlook of an 
experienced American obstetrician in his ‘‘ Manage- 
ment of Obstetric Difficulties ’’ (86s.). ‘‘ The Queen 
Charlotte’s Textbook ” (18s.), on the other hand, 
is a faithful exposition of English obstetric practice, 
though its fourth edition was published too early to 
include the result of research on the sulphanilamides 
that has brought credit to this famous hospital. 
The eighth edition of Eden and Holland’s manual 
of obstetrics (24s.) is noticed on another page. 
R. W. Johnstone gives sound, if rather dogmatic 
teaching under the same title in the ninth edition 
of his text-book (18s.). The Glasgow school is 
well represented by its leader, J. M. Munro 
Kerr, who has enlisted the assistance of Donald 
McIntyre and D. Fyffe Anderson and has altered the 
title of his big book to ‘ Operative Obstetrics ”’ 
(45s.). This work has historical as well as educational 
value. The authors never give advice without 
explaining why, and their considered judgment on 
controversial questions provides one of the most 
valuable features of this work. Wilfred Shaw 
published a work on gynecology in 1936 that achieved 
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instant success and has already deservedly reached a 
second edition (18s.). 

Of the more condensed books, Aleck Bourne’s popular 
synopsis (15s.) provides subject matter that is sound 
and clear and full, the omissions being negligible. 
The so-called synopsis of gynecology (12s. 6d.) 
by H. S. Crossen and R. J. Crossen is slender not 
because it is written in tabular form, but because 
of its small print and close spacing. F. J. Browne 
gives sound advice on antenatal and postnatal care 
(18s.); chapters on educational, emotional, and 
dietetic aspects of pregnancy are now included and 
the book should attract many new readers. 


PATHOLOGY AND BACTERIOLOGY 


No iarge new text-book has come out this year. 
Keith Thompson has helped the student by producing 
under the title ‘‘ Elementary Pathology: An Intro- 
duction to the Process of Disease ”’ (10s, 6d.) what is 
virtually an ideal set of lecture notes. Among 
specialised monographs a very complete treatise on 
‘* Paget’s Disease of the Nipple’’ (36s.) has been 
written by Keith Inglis. W. G. MacCallum’s text- 
book of pathology, now in its sixth edition (42s.), 
is arranged on an etiological classification and not 
on the conventional system of organ headings. 
Joan Ross has rewritten the section on renal disease 
and made other changes in her little book on post- 
mortem appearances (78s. 6d.) which has now 
established itself as a student’s guide. 

R. W. Fairbrother in a ‘‘ Text-book of Medical 
Bacteriology ”’ (15s.) has produced a clear, up-to-date 
and readable account of those parts of the subject 
on which questions are asked at qualifying examina- 
tions. Those who want a conspectus of general 
rather than medical bacteriology will find it in ‘ A 
Text-book of Bacteriology and its Applications ”’ 
(15s.) by Curtis M. Hilliard, and in an interesting 
and accurate book on ‘‘ Fundamentals of Bacterio- 
logy’ (14s.) by Martin Frobisher. Muir’s fine 
bacteriological atlas (15s.) has been enlarged and the 


x 


text rewritten by C. E. van Rooyen. 


PZ, DIATRICS 


An increased demand for books on diseases of 
children may well follow the institution of a diploma 
in the subject by the Royal College of Physicians of 
London; there are plenty of good ones to choose 
from. Wilfrid Sheldon has produced ‘“ Diseases 
of Infancy and Childhood ”’ (21s.), after a period of 
over nine years’ gestation,on a plan that will make 
it a useful weapon for the defeat of examiners. In 
view of the high neonatal mortality Abraham Tow’s 
wise and comprehensive book on “ Diseases of the 
Newborn ”’ (27s. 6d.) should attract obstetricians 
as well as pediatricians and general practitioners. 
Of the new editions Donald Paterson’s book on 
sick children (12s. 6d.) retains its essentially clinical 
character. Bruce Williamson’s handbook (10s. 6d.) 
is a useful first introduction and makes no claim to 
be more. Sir Lancelot Barrington-Ward shows a 
broad outlook on the abdominal surgery of children 
(25s.) which will make an appeal not confined to 
surgeons. ‘“‘ Birch’s Management” (Rs.7/8), now a 
tome of 377 pages edited by E. H. Vere Hodge, has 
managed to retain much of the original character of 
the small privately printed pamphlet first issued 
in 1844 and will continue to prove a standby to 
practitioners as well as parents and nurses in the 
tropics. F. M. B. Allen’s contribution to the Aids 
series (4s. 6d.) is clearly and sensibly written and 
avoids most of the faults of manner and matter 
common to very small books. 

Besides more or less general books on pediatrics 
highly specialised ones are now appearing—for 
example, ‘“ Pediatric Urology” (638.) by M. F. 
Campbell and J. L. John and “ Diseases of the 
Nervous System in Infancy, Childhood, and Adoles- 
cence ”’ (38s.) by F. R. Ford. 


(To be concluded) 
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DYSENTERY IN GREAT BRITAIN 

Durine the past few weeks, the last of which 
contained a welcome day upon which no new case 
of typhoid was notified, attention has been so 
firmly focused upon the recurrence of this infec- 
tion that a coincident, widespread distribution of 
another has passed relatively unnoticed. Some 
relevant figures are given on p. 1462. Judging 
from the experience of the majority of clinical 
laboratories, dysentery has shown quite excep- 
tional prevalence this autumn and it is of some 
interest to note certain tendencies which, though 
they need final proof from official records, are 
sufficiently striking to the bacteriologist. The 
first point concerns the origin of these Sonne 
infections. Their recognition is certainly not as 
recent as is popularly believed, for the observer 
after whom the strain is named described its 
endemic occurrence in Denmark twenty-two years 
ago and since that time it has been identified and 
found to be quite common throughout the European 
continent, in the United States and Canada, in 
Japan and many other countries. In fact the 
general conclusion as regards the majority of these 
lands is that as a cause of endemic and institutional 
dysentery, the Sonne bacillus is as common as the 
Flexner. Moreover Sonne dysentery abroad 
does occur in epidemic form and it is doubtful 
whether on these occasions it is justifiable to say 
that Sonne is always clinically less severe than 
Flexner dysentery. Several foreign outbreaks of 
highly toxic Sonne infection have been described. 
In Great Britain, it is true, all records imply that 
the epidemic form is met with almost entirely in 
asylums, children’s hospitals, nurses’ homes, and 
schools, that is to say in circumstances particularly 
favourable for minor outbreaks of an endemic 
disease. But is that quite true of the present 
situation ? At the end of the past summer, when 
people were returning in large numbers from 
holidays abroad, it was not an uncommon experi- 
ence to examine bacteriologically patients develop- 
ing, shortly after arrival, dysentery of moderate 
severity with blood-streaked, purulent stools. In 
a high percentage of cases the Sonne bacillus was 
isolated. Therefore, although it may safely be 
said that this infection is endemic in Great Britain, 
it is equally certain that, with the growing popu- 
larity of foreign travel, importation of the pre- 
sumably more toxic continental Sonne strains 
must steadily increase. Since mild and atypical 
cases of the disease are so common and yet all tend 
temporarily to excrete the bacilli in considerable 
numbers, entry of fresh infections into Great 
Britain will occur in face of any ordinary safe- 
guards. 


GREAT BRITAIN 
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That there has been some fresh introduction of 
this type is suggested, though of course not proved, 
by the increased number of Sonne infections met 
with during the past two months. They have 
arisen particularly in the eastern and south-eastern 
districts, and often among adults who have no 
connexion whatever with institutional life. Clinicians 
have come to associate this form of dysentery, 
except in its closed institutional form, almost 
entirely with children. Recently, although the 
infantile cases still predominate, there seems to 
have been a decided change in both place and age 
distributions as well as the increased prevalence. 
If, as seems likely, these tendencies continue from 
year to year, there is no doubt that in all forms of 
medical practice more attention must habitually 
be given to the bacteriology of even relatively 
mild diarrhceal diseases. Both laboratory and 
clinical experience show the mild case to be as 
infective as the severe, particularly during the 
first days of the attack. In the early stages, fecal 
plate cultures may show Sonne colonies out- 
numbering those of the usual faecal organisms by 
five to one or more. Thereafter, fortunately, it is 
usual for their number rapidly to decrease and 
within ten to fourteen days they have disappeared, 
prolonged carrying being rare. But this early high 
infectivity of the stools not only accounts for the 
extremely rapid spread under institutional or 
family conditions but clearly points to the neces- 
sity for early bacteriological stool examination. 
The causes of acute diarrhcea are so many, the 
majority being non-infective, that in the past the 
chances of any particular case being true, highly 
infective para-dysentery, as it was at one time 
called, were very small. To-day the situation is 
changed. The very mildness of these infections 
has always been a prime factor in their distri- 
bution and, judging from recent experiences, 
their high infectivity associated with the liability 
for the occasional severe case to arise is still not 
always appreciated. Fortunately, in contrast with 
the typhoid infections, there is free faecal excretion 
of the infecting bacilli in the earliest stages of the 
disease and the serology as represented by agglu- 
tination reactions is already sufficiently standard - 
ised to allow of very rapid bacteriological diag- 
nosis. In these circumstances there is no reason 
why an increasing majority of cases should not be 
quickly brought under the necessary control or 
why, by virtue of more accurate notification, the 
official records of the less well-known types of 
bacillary dysentery should not become more 
representative of the true state of affairs in Great 
Britain. 


HEALTH SERVICES AND THE PRACTITIONER 


WHEN the public health movement started early 
last century the incentive arose from a combina- 
tion of the business sense and intellectual detach- 
ment derived from the eighteenth century and of 
the humanitarian sentiment which came with the 
romantic age in literature. So we find intellectual 
radicals like BENTHAM and CHADWICK and writers 
like CHARLES KINGSLEY each in his own way 
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fighting the battle against social and physical 
degradation before Smmon, Farr, SNow, WAKLEY, 
and other medical men had begun to give precision 
to its strategy. They were concerned about the 
reaction of the human being to his surroundings, 
at work, at home, and in his meagre hours of 
leisure. Public health was not merely an affair of 
preventive and curative medicine, much less a 
field for specialism. The workers had conditions 
not far from slavery, their homes were ramshackle, 
foul, and overcrowded, their excrement polluted 
the land they dwelt on and the water they drank, 
and if they had time for healthy amusement they 
had no place to enjoy it. This mood is reflected 
in early public health legislation which did not 
merely deal with sanitation, housing, the establish- 
ment of hospitals and mortuaries, and the pro- 
tection of foods, but ranged over the state of the 
streets, the line of buildings, public lighting, 
pleasure grounds, baths and wash-houses, licensing 
of vehicles, and the machinery of local govern- 
ment. With the subsequent growth of those public 
health services this wide view of the field of health 
has been partially blocked by the serried structures 
of cure and prophylaxis. Services—voluntary, 
statutory, or hybrid—have grown up _ without 
relation to one another and without a very clear 
conception of the object to which all are tending. 
It would indeed be hard for any one person to say 
what are the health services of the present day and 
what they are doing. But interest is reawakening 
in the factors which precede ill health, and the 
time is ripe for an investigation such as that under- 
taken by a group of about a hundred voluntary 
workers calling themselves P.E.P. (Political and 
Economic Planning), whose report! resembles a 
publication by one of the American foundations 
rather than anything which has recently appeared 
in this country. 

In answering their first question, ‘‘ what are the 
health services?” the investigators recognise 
that inclusion of all forms of human activity that 
are or might be used to promote health would be 
unmanageable ; but throughout the report they 
adduce reasons for widening the concept of the 
health services. They are chiefly concerned, how- 
ever, about the lack of cohesion of the bodies 
undertaking some part of the promotion and 
maintenance of health, and in this respect they 
agree with the findings of less independent inquiries. 
Those who have read the Report on Scottish Health 
Services published last year will find that the 
present investigation, which began long before the 
Scottish report was issued, has a somewhat similar 
scope. It refers in fact to the whole of Great 
Britain, and in stating that their survey has achieved 
something which has never been done before, 
P.E.P. are not pitching their claim too high. 
The main conclusions, though not new, are freshly 
expressed—perhaps with greater frankness than 
is possible for commissions and committees set 
up by governments. The writers point out that 
though the research worker is now generally accepted 
as a contributor to health improvement, it is not 

* Report on the British Health Services. By P.E.P. 1937. 


Pp. 414. 16, Queen Anne’s-gate, London, S.W.1, or through 
booksellers. Cloth, 10s. 6d.; paper boards, 7s. 6d. 
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generally recognised that the journalist or public 
relations officer or film producer is equally a possible 
and essential health worker. Every agency should 
be enlisted to help in promoting good health, and 
so relieve the health services proper of congestion, 
overwork, and poverty. On the professional side, 
only the general practitioner can keep track of the 
resources of the health services on the one hand, 
and the peculiarities and needs of the individual 
consumer of health services on the other. The 
services should therefore be built round him. He 
should be regarded as the specialist in diagnosis, 
and the present-day tendency to derogate from 
his position by cultivating statutory, voluntary, 
and private specialisms, to which the public have 
direct access, should be reversed. If he is to fill 
his réle properly, better selection, training, and 
equipment are required; but nowadays, as the 
report says, the student who has been well and 
expensively taught to use modern equipment, to 
know the resources of medicine, and to exercise 
judgment as between patient and specialist, is 
launched into a system which too often does not 
permit him to do his job properly. An extension 
of “group practice,” from suitably constructed 
and equipped premises, would be one solution ; 
but there must be closer understanding with the 
organised services with which his work is neces- 
sarily associated. An essential condition of the 
reforms desired is an improvement in the medical 
service now afforded under National Health Insur- 
ance, which should extend to dependants and to 
others of the same social status not now insured, 
and should include consultant and _ specialist 
(including laboratory) provision. The cost, accord- 
ing to the report, should be met equally by increased 
weekly contributions by insured persons, amount- 
ing to roughly 3d. per week, and by State sub- 
vention. With such an organised service and the 
development of the contributory system for insti- 
tutional treatment, it would be possible to build 
up a coherent service of the type now given in 
Swindon, through the G.W.R. Medical Fund 
Society, and at Llanelly. Central, properly 
equipped dispensaries, which might be associated 
with hospitals, would afford opportunity for better 
service to the public and for the essential com- 
munion of private general practitioners, con- 
sultants, and ancillary professional groups, such as 
dentists, nurses, and masseurs. Insurance com- 
mittees should be abolished and local government 
areas should be revised and, for some purposes, 
regionalised. 

Some such means must be found of coérdinating 
the agencies for attacking disease and disability. 
Besides their heterogeneity, a fundamental defect 
of the existing system is that it is preoccupied with 
manifest disease and is not sufficiently interested 
in studying the nature of health and the means 
of promoting and maintaining it. Education in 
health should be an organic part of the teaching 
of the science of life and an essential element in 
general education. The cost of ill health can 
hardly be estimated; the value of work lost 
yearly through sickness is estimated at £100 
millions and the cost of treatment and maintenance 
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at £183 millions. It seems likely that savings on 
these counts would more than balance the added 
cost of a sane, comprehensive, and sustained effort 
to promote health and organise the prevention and 
treatment of disease. Finally, this type of survey 
should be carried out, much more thoroughly, as 
an essential and continuous function of government. 


DOES THE NEURONE EXIST ? 


OnE of the most notable anatomical contri- 
butions to our understanding of the structure and 
function of the body is the neurone theory. The 
whole nervous system, central and peripheral, 
cerebro-spinal and autonomic, is composed of 
neurones strung together end to end in linear series. 
The neurone whose termination stretches out to 
the periphery and acts as a receptor is the afferent 
neurone, and conversely the neurone whose ter- 
mination excites the muscle-fibres and glands is 
the efferent neurone. Intercalated between these 
two are one or more other neurones. Thus a 
central nervous system is nothing more than a 
series of neurones interposed between the first 
afferent and the final efferent neurone. The more 
numerous the interposed neurones the greater 
are the possibilities of association and correlation, 
the more extensive may be the activity in the 
central nervous system, the more numerous are 
the possibilities for delay, shunting, and inhibition. 
Each neurone is an embryological unit, being noth- 
ing other than a nerve-cell and all its processes : 
it is also a trophic unit; for injuries, atrophies, 
and disease processes operate upon one or more 
neurones but not upon fractions of neurones. 
The laws of regeneration—the Wallerian law which 
describes what happens to the neurone distal to 
the cell, and the van Gehuchten law of retrograde 
chromatolysis which describes what happens to the 
cell itself—are not only consistent with but actu- 
ally support the neurone theory very strongly. 
Between the neurones is the place of apposition 
called the synapse, and much has been learnt 
about its physiological properties from the work of 
SHERRINGTON—to whom indeed we owe the term 
and the idea it connotes. The structural nature 
of the synapse has so far presented to the anatomist 
a difficult problem. CasaL with his colleagues 
has endeavoured to establish the anatomical basis 
of the synapse, and in fact the whole neurone 
conception seems to be implicit even in his earliest 
work. Nevertheless it is a weakness of the neurone 
theory that we cannot define the synapse pre- 
cisely in anatomical terms. 

This sketch of the common ideas about neurones 
is introduced because at the moment a number of 
histologists—-BoEKE, STOHR, LAWRENTJEW, RIESER, 
and others including Hayasut'—assert that the 
neurone theory is no longer tenable, at any rate 
in the sympathetic nervous system, or as HAYASHI 
would say, in all the autonomic nervous system 
including the parasympathetic division. This 
group of histologists, though differing on detail 
among themselves, maintains that in the sympa- 
thetic nervous system the nerve-fibres, instead of 


1 Mikroskopische Studien zur Innervation der Lunge. 
Hayashi, 8., J. orient. Med. 1937, 27 
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forming endings, pass into a periterminal network 
or sympathetic ground plexus in which a complete 
anastomosing network is set up. This periterminal 
network is to be found everywhere: Hayasui 
finds it in the adventitia of the bronchi, amongst 
the musculature of the bronchi, about the alveoli, 
about the arterioles and capillaries, beneath the 
visceral pleura. Moreover beyond the periterminal 
network or sympathetic ground plexus there is 
said to be a further anastomosing network which 
leads on into the interior of the cells themselves. 
This is called the terminal reticulum and is a very 
fine mesh of continuous delicate fibres. It embraces 
all fat cells, connective tissue cells, unstriped 
muscle-fibres, and epithelial cells. In the peri- 
terminal reticulum ganglion cells may be included : 
they have been described in the lung by Hayasut, 
and in the gut CaJAL’s interstitial cells, usually 
regarded as connective tissue cells, are now ascer- 
tained to be nerve-cells. These nerve-cells by 
their processes enter into an anastomosing network 
which is again continuous with the periterminal 
network and terminal reticulum. Indeed an 
anastomosing network of the processes of nerve- 
cells is regarded as the primordium of all nervous 
systems. Clearly if this all-pervasive network 
does exist—and it does not matter how one sub- 
divides it—then our conceptions must be revised. 
The work of English physiologists, GaAsKELL, 
LANGLEY, and ANDERSON, established our existing 
knowledge of the sympathetic nervous system. 
They used experimental, histological, and pharma- 
cological methods. Until the present attack their 
ideas have not only persisted but have been used 
in fruitful ways. Now we are told that they are 
fantastic, old fashioned, and useless. 

Since the matter is of some importance we are 
bound to scrutinise the evidence. It is obvious 
from going through the papers that the observa- 
tions have been made almost entirely on material 
prepared by the silver method. Casa, who did 
so much to make these silver methods more ser- 
viceable, did not support the above views. And 
many others using the same method do not believe 
that the periterminal network and terminal reti- 
culum are nervous elements at all. Even among 
the anti-neurone group there are some who accept 
the periterminal network as being neural but say 
that the terminal reticulum is an artefact—a pre- 
cipitation product perhaps due to using too strong 
formalin for fixation. There is no doubt really 
that the whole microscopic appearance of a pre- 
paration can be changed by altering the times of 
development used in these photographic silver 
staining processes. Some who have worked on 
this problem have insisted that fibres stained with 
silver should present a sort of uniform morpho- 
logy—viz., they should be traceable back to 
parent stems and nerve bundles, that they should 
present a uniform impregnation, have a black 

yavy appearance, and proceed by dichotomous 
branching into the vicinity of some more or less 
suitable structure, such as muscle or epithelium. 
Though the opponents of the neurone theory may 
say this is special pleading, it is nevertheless true 
that nerves do so behave and that no one is in 
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doubt about recognising them. On the other hand 
these nets and reticula are so unpredictable that 
even those who think them nerves do not agree 
amongst themselves. Again, since this system is 
in no trophic relation to parent fibres and cells in 
the accepted way, degeneration and regeneration 
experiments cannot be used to decide whether it is 
nervous or not. Borks believes it to be of sym- 
pathetic origin, but it is not certain from his writings 
whether or not he thinks that it degenerates 
after removal of more central sympathetic elements 
such as the ganglia of origin. These authors 
do not accept the opinion generally held, in 
this country at any rate, that in the limbs the 
sympathetic fibres run in the peripheral nerves. 
Hayasut’s article, which is the occasion of the 
above remarks, depends for its interest and value 
on its demonstration of the periterminal network 
and terminal reticulum as real interconnected 
parts of the peripheral nervous system in the 
lungs. This would mean the existence of a 
nervous system there without endings—a system 
without receptors and effectors which would 
defy every elementary consideration hitherto 
attaching to the structure and function of a nervous 
system. The evidence for the interpretation as 
nerves of these recent observations upon anasto- 
mosing cells and fibres is by no means adequate. 


PEPTIC ULCER AND TEMPERAMENTAL 
STATES 


CoNFIRMATION of the diagnosis of gastric ulcer 


has of recent years brought with it a régime of 


graduated diet and rest which is rigidly enforced 
until clinical, pathological, and radiological records 


show that the ulcer is healed. Thereafter the chief 


warning given to the patient has been concerned 
with the need of a temporary reversion, at the 
first hint of discomfort, to the physical measures 
adopted at the acute stage. This advice has been 
coupled with instructions aimed at the permanent 
avoidance of certain stimulating foods, and as 
far as possible of bodily fatigue, with certain detailed 
recommendations designed to mitigate the effects 
of an occasional breach of these rules. Seldom 
has the management of the patient been tempered 
by a realisation that perhaps the very anxiety to 
follow the advice—e.g., the financial strain involved 


in paying for a _ diet consisting largely of 


cream and milk, butter, eggs, and fish—may 
defeat the object for which the diet has been 
imposed. 

A new orientation was given to the care of 
gastric ulcer last week by Dr. Dante Davis and 
Dr. A. T. M. Wizson who defined in our columns 
not only the bodily and mental characteristics of 
the potential sufferer, but examined in detail the 
causes that have precipitated ulceration in a group 
of susceptibles. The aphorism that gastric ulcer 
tends to afflict those who drive vehicles, those 
who drive others, and those who drive themselves, 
is confirmed and amplified, in respect to the last 
group, by an analysis of the kind of anxiety that 
brings on an attack. This analysis is the outcome 
of a systematic investigation into the particular 
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stresses—financial, domestic, or personal—asso- 
ciated with the onset of dyspepsia and the appear- 
ance of a demonstrable ulcer crater, or its recur- 
rence after healing, in a group of more than 200 
vases. The results, which were controlled by a 
parallel investigation into the stresses of hernia 
patients, demonstrated in statistical form that 
there is, in ulcer patients, a characteristic make-up 
correlated with a predisposition to that disorder ; 
the hernia patients onthe other hand, when assessed 
according to the standards set up by MrI.ais 
CuLprn and May SmirH in their work for the 
Industrial Health Research Board, showed a dis- 
tribution of character traits and symptoms similar 
to that in the general population. Of the ulcer 
patients 78 per cent. had symptoms of emotional 
stress (judged, we assume, apart from current 
difficulties) as compared with 15 per cent. in the 
hernia group, and a more specific classification 
showed that 58 per cent. of the ulcer group, but 
only 14 per cent. of the hernias, were of a make-up 
marked by “an urgent, anxious, and compulsive 
quality in their activity.” 

CULPIN, writing on the psychological state of 
peptic ulcer patients in the Clinical Supplement 
of the current London Hospital Gazette, describes 
this reaction type more fully and notes that it is 
established early in life. In the same journal 
EBBE C. Horr gives results of animal experiments 
which point to the conclusion that instability 
of the balance between sympathetic and para- 
sympathetic nervous systems may form a part of 
a constitutional predisposition towards ulcer, and 
he suggests that in the presence of such a predisposi- 
tion unusual “ nervous ” strain may lead to ulcers. 
Whether or not this instability might arise from 
the continued state of emotional tension in which 
the anxious self-driver lives, it is easy to believe 
that his make-up involves a predisposition to peptic 
ulcer and that external stress acts as a potent 
precipitating factor. Davies and WiLson com- 
ment on his strange failure to recognise the relation 
of external stress to his dyspepsia ; he is typically 
reticent, and does not wish to unfold his difficulties. 
The suggestion that this very tendency may be 
the factor in his make-up which damages his 
physical well-being is a possibility well in accord- 
ance with psychotherapeutic teaching. His quali- 
ties, so different from those commonly seen in 
patients whose emoticnal difficulties are converted 
into physical symptoms, have perhaps helped to 
obscure the clinical facts. It is probable that 
lesions of the gastric mucosa develop from time 
to time in many if not in most healthy people and 
heal rapidly without causing symptoms. A watch- 
ful family doctor may henceforward be able to 
recognise in advance the character traits of patients 
in whom such lesions are likely to progress when- 
ever they occur and to give such guidance as will 
at least diminish their incidence. 


PoPLAR HOosPITAL FOR ACCIDENTsS.—At a dinner 
recently given at the Savoy Hote! in aid of this hospital 
subscriptions amounting to £7793 were received. The 
hospital last year dealt with nearly 33,000 cases, and there 
were more than 155,000 out-patient attendances, 
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THE KING AND PREVENTIVE MEDICINE 


THE appointment of six practitioners of preventive 
medicine to be honorary physicians to the King is a 
conspicuous honour to the public health services. 
The official announcement states that the recipients 
of this distinction will be drawn ‘from the members 
of the medical profession engaged in public health 
work, both in central and local government,’ and 
that appointments will be made for three years. In 
future, therefore, the leaders of preventive medicine 
will have the same royal recognition as has long been 
extended to clinical consultants and senior medical 
officers in His Majesty’s Forces. The decision is one 
that strikes the imagination, and its rightness is 
unquestionable. There has been a feeling that the 
men who have built up our health administration, 
so widely copied by other countries, have too often 
been overlooked when honours were accorded to the 
profession. By his present action the King assures 
a continuance of recognition for outstanding services 
by the health officers of central and local authorities. 

The initial selection of these honorary physicians 
establishes the type of services to be rewarded. 
Sir Arthur MacNalty represents central administra- 
tion, Sir Edward Mellanby research, Dr. J. C. Bridge 
industrial hygiene, and Dr. J. H. Hebb the ameliorative 
services of the Ministry of Pensions; while those 
responsible for local health administration are worthily 
represented by Sir Frederick Menzies, medical officer 
of health for the county of London, and Dr. A. 8. M. 
Macgregor, medical officer of health for Glasgow. 
To those receiving the honour, and to the public 
health services as a whole, we offer congratulations. 


TUBERCULOSIS OF THE SPLEEN 


SPLENIC tuberculosis occurring as a clinical entity— 
apart from involvement of the spleen in generalised 
tuberculosis—appears to be very rare. The older 
writers who saw more tuberculosis than we do have 
very little to say about it. Matthew Baillie describes 
one case of tuberculous abscess in the spleen, but 
Rokitansky, despite his vast experience in the post- 
mortem rooms of Vienna, is silent on the subject. 
Modern text-books have little to add. Winternitz ! 
records 51 instances of extensive tuberculosis of the 
spleen without marked disease of the other organs, 
but he notes only 1 in which the spleen was alone 
affected. Situated as it is in a strategic position in 
the circulation, this organ probably receives tubercle 
bacilli frequently but it evidently has considerable 
powers of dealing with them, and some years ago 
a splenic extract was put on the market as a cure for 
tuberculosis (though it had a very short and limited 
publicity) on the assumption that such an extract 
would have protective properties. 

Krause has shown that when tubercle bacilli are 
inoculated subcutaneously in the guinea-pig they 
may appear in the spleen as early as four days after- 
wards, and there is a general tendency nowadays to 
believe that the bacillus when it gains entrance to the 
body of man reaches the blood stream early. Why 
then does the spleen show relatively little involvement 
even in the late stages of the disease? It is not 
common to find it affected even in fatal cases of 
pulmonary tuberculosis. This viscus is unlikely to 
be the site of a Ghon focus. Such a lesion is generally 


4 Quoted by E. H. Pool and R. G. Stillman, Nelson’s Loose- 
leaf Living Surgery, New York, vol. v, p. 363. 
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situated at or near a portal of entry and the organ 
will only receive bacilli when the barriers of defence 
between the primary focus and the blood stream have 
been penetrated. The two instances of tuberculosis 
of the spleen recorded in our present issue by Dr. 
Pether are presumably examples of this happening, 
the primary focus in each case being situated in the 
fibrotic lesions of the lungs. On similar lines a record 
of multiple calcifications of the spleen with healed 
tuberculosis of the lungs occurring in a case of 
bronchial carcinoma has just been published by 
Moorman,” who gives a short bibliography of the 
subject. 

Apart from splenic involvement 
tuberculosis therefore the spleen may show the 
following tuberculous lesions: (1) fibrosis and scarr- 
ing ; (2) calcification, often with multiple nodules ; (3) 
discrete generally rounded foci probably analogous 
to the discrete circular foci of other organs and 
recently described by the German pathologists in the 
lungs ; and (4) tuberculous abscess resulting from (3). 
Most writers are agreed that all these forms of the 
disease are rare and the inference appears to be that 
the spleen has the same effective powers of dealing 
with the tubercle bacillus that it has with other 
organisms. 


in generalised 


ANXIETY AND THE CIRCULATION 


THE somatic disturbances of function that can be 
detected in mental disorder are of importance not 
only to the psychiatrist but, on practical grounds, 
to the general physician also. Thus it is not always 
easy to distinguish the many-named circulatory 
disturbances that may accompany morbid anxiety- 
effort syndrome, irritable heart, pseudo-angina, 
angina innocens, neurocirculatory asthenia—from 
those of organic disease of the heart or hypertension. 
The presence of ‘conflicts’? and other possible 
psychogenic causes of anxiety proves nothing as to 
the diagnosis since, if duly searched for, they can be 
found in anyone ; quantitative somatic data are what 
is needed in doubtful cases. A number of precise 
observations in this field have been made of late. 
A contribution by White and Gildea * deals with the 
variations in the pulse-rate, as measured by a “‘ cardio- 
chronograph,” an instrument ingeniously adapted 
from the cardiotachometer of Boas. The subjects 
were observed at rest, during a minimal emotional 
stimulus (threat of discomfort), and during immersion 
of one hand for a minute in ice-cold water. The latter 
procedure was suggested to the authors by the work 
of Hines and Brown * on the response of the blood 
pressure to such a physiological stimulus. The 
intervals between individual heart-beats as well as 
the average heart-rate were recorded ; blood pressure 
readings were also taken. The subjects who were 
prone to show anxiety symptoms had higher initial 
heart-rates, and the rates increased more during 
stimulation than did those of normal or psychotic 
persons free from anxiety. In many of the anxious 
patients the pulse-rates taken in the ordinary way 
in the ward had shown nothing remarkable, and 
White and Gildea conclude that the cardio-chrono- 
graph gives a measure of the amount of anxiety and 
its circulatory effects that cannot be obtained by 
the usual psychiatric methods. In a small group of 


? Moorman, L. J., Amer. J. Tuberc. September, 1937, p. 376. 

3’ White, B. V., and Gildea, E. F., Arch. Neurol. Psychiat., 
Chicago, November, 1937, p. 964. 
* Hines, E. A., and Brown, G. E., Amer. Heart J. 1936, 11, 1. 
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hypertensive persons, which included all whose 
blood pressure on routine examination exceeded 
145 mm. Hg in systole or 95 in diastole, there were 
some who neither reported nor showed anxiety ; 
they reacted to the minimal emotional stimulus with 
an increase in heart-rate like that of the anxious 
patients ; during stimulation with ice they had a 
considerably greater increase in rate than the anxious 
patients, and their increase in blood pressure was far 
greater than that of any other group tested ; more- 
over, whereas the blood pressure of all the others 
had returned to the base-line by the end of two 
minutes, theirs still averaged 20 mm. Hg higher than 
before stimulation. The blood-pressure readings 
wére carried out by the usual interrupted method. 
A continuous record, notoriously difficult to obtain, 
would have increased the value of the observations ; 
Darrow > has recently described a somewhat com- 
plicated method of overcoming the _ technical 
difficulties. 


‘“ PANCREOTROPIC” ACTION OF PITUITARY 
EXTRACTS 


Four years ago Anselmino, Herold, and Hoffmann ® 
reported that in the rat injections of a crude anterior 
pituitary extract can substantially increase the 
number and size of the islets of Langerhans of the 
pancreas. Unfortunately the presence of such a 
‘**pancreotropic ” substance in the pituitary gland 
lacks adequate confirmation, and in a recent paper 
Elmer, Giedosz, and Scheps’ conclude: ‘‘We are 
bound to say that the anterior pituitary does not 
elaborate and secrete into the circulation a pdn- 
creatotropic hormone.” This conclusion was based 
on a careful repetition of the experiments of 
Anselmino and his co-workers, the results of which 
were negative. Elmer, Giedosz, and Scheps have also 
reinvestigated the question of the diabetogenic action 
of anterior pituitary extracts. They find that the 
intravenous injection of a massive dose of anterior 
pituitary extract into rabbits produces an immediate 
rise of blood-sugar level, in one instance to nearly 
400 mg. per 100 c.cm. It should be noted that 
Houssay ® distinguishes two types of effect exerted 
by anterior pituitary extracts on the blood-sugar 
level—one an immediate blood-sugar-raising action, 
and the other the true diabetogenic effect, shown 
only after three or four days’ daily administration 
of extract. The results of Elmer and his colleagues 
seem to fall into the first rather than into the second 
category, but these investigators believe that they 
obtained an immediate rather than a delayed effect 
on the blood-sugar level because they used very 
much larger doses of extract than did Houssay. 


ENTEROSTOMY FOR ACUTE ILEUS 


THERE has been a very decided improvement over 
the last twenty years in the mortality figures for cases 
of acute ileus at the Presbyterian Hospital, New York. 
Whereas ten years ago van Beuren and Smith ® 
showed that in 25 years the mortality of this condi- 
tion had fallen only 2 per cent., they are now able to 
report ?® that from a 66 per cent. mortality in 1916-19 
it had dropped to 28°4 per cent. for 1932-35. The 


5 Darrow, C. W., Arch. Neurol. Psychiat., Chicago, August, 
1937, p. 365 

* Anselmino, K. J., Herold, L., and Hoffmann, F., Alin. 
Wschr. 1933, 12, 1435 

7 Elmer, A. W., Giedosz, B., and Scheps, M., Acta med. scand. 
1937, 93, 487 

5 Houssay, B. A., New Engl. J. Med. 1936, 214, 971. 

* van Beuren, F. T., and Smith, B. C., Arch. Surg. 1927, 

15, 288. 
1° Ibid, October, 1937, p. 752. 
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factors to which they mainly attribute this reduction 
are earlier diagnosis and operation, a clearer con- 
ception of the problem to be solved by treatment, 
and more intelligent handling and management of 
the cases. One of the questions they have tried to 
answer is that of the value of enterostomy. At once 
they were faced with the difficulty that it is on the 
whole the late cases that are subjected to this opera- 
tion, it being often held that simply to relieve the 
obstruction is not enough after, say, 48 hours since 
its onset. These are the cases that do badly, so that. 
it is essential that comparative groups should be 
analysed into early and late cases. When this has 
been done, the value of early diagnosis is at once 
apparent. The 1916-19 group (mortality 66°6 per 
cent.) contains 81 per cent. late cases, and the 1932-35. 
group (mortality 28°4 per cent.) only 60 per cent. 
In those treated by enterostomy, however, there was 
actually an increase of 13 per cent. in the proportion 
of late cases, and, associated with that, a drop to 
less than half of the mortality-rate (from 90°9 per 
cent. to 42°2 per cent.). This is sufficient proof that 
early diagnosis is not the only improvement that 
has been affected in the treatment. The figures here 
quoted contain all cases of ileus admitted to the hos- 
pital in the period under review, both mechanical 
and paralytic. In the circumstances the figure of 
15°1 per cent. for 66 cases treated without entero- 
stomy during 1932-35 must be considered fairly 
satisfactory. A 42-2 per cent. mortality in the entero- 
stomy group is on the face of it disappointing, but, 
as van Beuren and Smith say, no enterostomy would 
have been added unless the condition was considered 
sufficiently serious, and they are left with the 
impression that enterostomy has been a valuable 
adjunct. They point out the uselessness of perform- 
ing the operation when the bowel has lost its con- 
tractility either through prolonged overdistension 
or peritonitis toxzemia, 


THE RISE IN THE GERMAN BIRTH-RATE 


Dr. Burgdérfer! has long been strenuously endea- 
vouring to bring home to his countrymen the signi- 
ficance of the decline in German fertility. In his 
valuable book, ‘‘ Aufbau und Bewegung der Bevédl- 
kerung,” unfortunately not available in an English 
translation, he showed by his new statistical methods, 
working on data similar to those that the Population 
Bill seeks to obtain in this country, that in 1927, 
though a comparison of the crude birth-rate with 
the crude death-rate showed a natural increase of 
6-4 per 1000, the correct birth-rate was 10 per cent. 
below the correct death-rate. In 1933 the corre- 
sponding figure was 30 per cent. In that year the 
National Socialists came into power and began a 
campaign to raise the birth-rate. Some of the 
measures adopted, such as family allowances, taxa- 
tion of bachelors, preference to parents of large fami- 
lies in making appointments and in allocating dwel- 
lings built with public funds, were already in opera- 
tion in other countries; Germany’s chief special 
measure was the provision of marriage loans. The 
loans, which though bearing no interest must be 
repaid at the rate of 1 per cent. per month, are granted 
up to a maximum of 1000 marks, and a quarter of 
the original sum is cancelled on the birth of each child. 
Since the scheme is partly intended to withdraw 
women from commercial employment, a loan is given 
only if the bride has been an employee for at least 


1 Vélker am Abgrund. Second edition. By Dr. F. Buredérfer, 
Director, German Statistical Office. J. F 
Munich-Berlin. 1937. Pp. 76. 
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nine months in the previous two years, or if a domestic 
servant has to be engaged to do the housework she 
did in her home before her marriage. Up to the end 
of 1936 the number of loans granted was 694,557, at 
a total cost of 420 million marks, and 485,285 children 
were born to the couples receiving loans. 

From the figures given below it seems that the 
German population policy has achieved some success ; 
similar increases can be shown in no other country : 


Births 
Year. No. of marriages. No. of births. per 1000 
population 
1932 517,000 978,000 15-1 
1933 639,000 971,000 14-7 
1934 740,000 1,198,000 | 18-0 
1935 651,000 1,264,000 18-9 
1936 611,000 1,279,000 19-0 


By a careful statistical analysis Dr. Burgdérfer shows 
that the number of legitimate births in the three 
years 1934-36 exceeded by 900,000 the number that 
would have occurred if the specific fertility-rates of 
1933, and the number of marriages in 1932, had been 
maintained, and that of this total, 300,000 were due 
to the increase in the number of marriages and 
600,000 to the increased fertility of married couples. 
He thinks, however, these results can in a minor 
degree only be attributed to the loans and the other 
special measures taken to raise the birth-rate. More 
important, in his view, is the success of the whole 
social and economic policy of the new Germany : 
‘Eine gute Wirtschafts- und Sozialpolitik ist nun 
einmal und war von jeher die beste Bevélkerungs- 
politik.”” But he is convinced that the most important 
factor is the spiritual new birth of the German people 
and their new faith in their future ; and he concludes 
with this message to all western peoples: ‘ Vélker 
kénnen ewig leben, wenn sie nur wollen.” 


SUFFICIENCY OF VITAMINS 


Prof. Szent-Gyérgyi, to whom the Nobel prize 
for medicine was awarded a few weeks ago, contri- 
butes to the Deutsche medizinische Wochenschrift for 
Nov. 26th an essay on vitamin research in which he 
looks ahead and indulges in speculation. As he points 
out, recent advances have opened up so many possi- 
bilities that the certainty of our limited knowledge of 
vitamins only a few years ago has given place to 
the uncertainty of unlimited prospects. Now, with 
regard to both dosage and the range of morbid 
conditions reflecting vitamin deficiency, the expert is 
very uncertain. Until quite lately it was thought 
that the dose of vitamin C that prevents scurvy and 
assures growth is sufficient for the needs of the body, 
and this daily dose was put at 0-5 mg. for the guinea- 
pig. Then it was discovered that on this dosage 
the structure of the odontoblasts still showed scor- 
butic changes, although there were no clinical signs 
of scurvy and growth seemed to be normal. Accord- 
ingly the dose was put up to 1 mg. and it was not 
long before Tillmans’s researches raised it to about 
1-5mg. Inthe past we have perhaps set our standards 
of health too low, and have been too readily satisfied 
when we have banished the grosser manifestations 
of vitamin deficiency, such as scurvy and beri-beri. 
These two diseases, however, must now be regarded 
as the last term in vitamin deprivation—pre-mortal 
phenomena. It is a far ery from such extreme 
vitamin deficiency, through partial and latent defi- 
ciency, to the optimum health which Szent-Gyérgyi 








THIOSULPHATE FOR ALLERGIC 


SKINS [pEc. 18, 1937 1443 
defines as that condition of the body in which it is 
able to put up the greatest resistance to all outside 
harmful influences, and make the best response to 
all claims on it. Our bodies, he argues, are by nature 
most wonderfully healthy, and they are subject to 
a great variety of diseases only because the condi- 
tions under which we live are so far from those for 
which our bodies were designed. 

There is no doubt that most normal healthy people 
exist in a state of vitamin-C ‘“* unsaturation ’’—that 
is to say, if large doses (over 100 mg. daily) of ascorbic 
acid are given to them they do not at once begin to 
excrete an increased amount of ascorbic acid in the 
urine. Sooner or later, however, they do begin to 
do so, and the time that elapses before the increased 
excretion begins, coupled with the size of the daily 
dose, is held to be a rough indication of the degree of 
unsaturation. It is only when this measure of un- 
saturation falls below a certain level that it is regarded 
as pathological. This phenomenon has been applied 
in various ways to ascertaining man’s daily require- 
ment of ascorbic acid, a datum that we are very 
anxious to have. The most recent contribution 
to this point is made by Schultzer,! who at the 
Kommunehospital in Copenhagen treated a case of 
scurvy in a male adult with a daily dose of 40 mg. 
ascorbic acid given intravenously, so that scurvy 
was cured and saturation ultimately attained, in the 
sense that subsequent doses of 600 mg. ascorbic acid 
produced an immediate rise in urinary excretion. 
The deduction, therefore, seems fairly safe that 
40 mg. or less is a sufficient daily intake for a healthy 
person provided it is all absorbed. For unhealthy 
persons, however, such as sufferers from tuberculosis, 
acute rheumatism, and other febrile diseases, a high 
degree of unsaturation may coexist with an intake 
of ascorbic acid which in a healthy person would be 
accompanied by only a moderate ‘normal’ degree 
of unsaturation. We do not at present know what 
such unhealthy persons do with their ascorbic acid 
to render themselves thus highly unsaturated, but 
it does seem wise, in the meantime, to supply such 
patients with enough ascorbic acid to prevent a 
pathological degree of unsaturation, in the hope that 
the body will use it profitably. It is not unreason- 
able to suggest, as Szent-Gyérgyi does, that the 
vitamin is effective by making good a greater or less 
degree of vitamin deficiency ; an old debt is paid, 
and the debtor faces his creditor with a balance at 
the bank. ‘ By no other means,” he thinks, ** will 
so much human suffering be banished as by the 
correct understanding and employment of vitamins.” 


THIOSULPHATE FOR ALLERGIC SKINS 
Tue allergic state, as manifest in a variety of 
cutaneous reactions, accounts for a large proportion of 
the total attendances at any skin clinic. Week after 
week the man with trade eczema, or the woman with 
a similar condition caused by soap or soda, is dressed 
with creams, ointments, pastes, and advised to keep 


the hands out of water and away from contact with 
the substances provoking the epidermal intolerance. 


The more severe cases are admitted to the wards, 
but sometimes remain unrelieved for many months. 
The pathogenic mycelia, many of which excel in 
producing allergic eruptions far removed from the 
original site or focus of ‘infection, often provide a 
similar problem especially in the summer. It is 
pathetic how often such patients ask for a ‘ bottle of 
medicine to drive the poison out of the blood.” 
While there are few if any drugs that afford much 


1 Schultzer, P., Biochem. J. 1937, 21, 1934. 
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help when given by mouth we are reminded by 
Wendt ! that in sodium thiosulphate (Na, 8, O,-5H,O) 
we have a detoxicating substance that has proved 
invaluable in certain types of skin sensitisation. 
Though it is used in this country, under various 
proprietary aliases, in the treatment of arsenical 
(N.A.B.) and bismuth or mercury poisoning, too 
little recognition is perhaps given to its powers as an 
antidote to poisoning by heavy metals, including lead 
and antimony as well as arsenic (apart from its 
trivalent and pentavalent compounds). Following 
{avaut, whose work is little known outside France, 
Wendt goes further and recommends the treatment of 
allergic reactions by intravenous injection of sodium 
thiosulphate. There are no risks in its administration, 
he says, provided extravenous leaks are avoided, and 
there are no contra-indications. Doses of 0-3 to 1-0 
gramme are given in 10 ¢.cm. of distilled water, and 
can safely be given daily if thought desirable. Wendt 
mentions and advocates a new product, S-hydril, which 
contains 1-0 g. of the thiosulphate in stable solution. 
It is injected intravenously, the dose being one, or 
even two, of the ampoules daily in severe cases of 
allergic dermatitis. It is important to remember 
that the lesions must be allergic in character ; 
primary lesions will not respond. Thus he describes 
ceases of secondary dermatitis or tricophytides 
which promptly cleared up after one or two injec- 
tions ; whereas similar treatment had no beneficial 
effect whatever on the primary plaque—the original 
ringworm infection—which had to be dealt with 
afterwards by means of the usual applications. An 
advantage from the patient’s point of view is that 
the intense pruritus is usually controlled by the first 
injection. Bromide acne is another condition in which 
the drug is said to be useful; ordinary acne, as 
might be expected on the above premise, is not 
affected at all. Wendt quotes Wirtz and Treger as 
claiming good results in dermatitis herpetiformis, and 
states that once seborrha@ic dermatitis has led to 
eczema (allergy) thiosulphate injections will be found 
of the greatest help. Pityriasis rosea, which usually 
runs a definite course of 4-6 weeks, is said to be 
aborted in a surprising way ; while, most important 
of all, the majority of occupational eczemata, once 
a secondary symmetrical (allergic) eruption has 
developed, can be greatly benefited. (It should 
again be emphasised that the original and initial 
lesions may prove refractory.) If this is a fact it is 
certainly worth knowing; anything that may help 
to shorten the period of disability in compensation 
cases demands careful trial. 


PROGNOSIS OF FEMORAL THROMBOSIS 

Tue after-history of a series of patients who had 
suffered at some time or other from ‘‘ white-leg ’’ was 
discussed by Mr. Reginald Payne on Dec. 10th in 
the course of an address to the Harveian Society. He 
reported clinical observations on 85 cases, all asso- 
ciated with a definite stiological factor such as the 
puerperal or post-operative state, an acute specific 
fever, or other acute infection ; in all there was an 
acute onset with pain, swelling, and cdema in one 
or both limbs, and the patient was left with a limb 
in which the circulatory balance was grossly impaired. 
In no case in the series was the limb completely 
restored to normal. In 2 cases there appeared to 
have been a thrombotic process as judged by the 
subsequent development of an abdominal collateral 
circulation. In 61 cases the condition seemed to be 
one of lymphatic obstruction, for either the cdema 
persisted in varying degrees or developed again after 

Wendt, H., Dtsch. med. Wechr. Dec. 3rd, 1937, p. 1832. _ 
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use of the limb. In the remaining 22 cases there was 
evidence both of venous thrombosis and lymphatic 
obstruction. On clinical grounds this study supports 
the view that in practically all cases of so-called 
femoral thrombosis lymphatic obstruction is the out- 
standing feature, and the results of abdominal 
exploration during the acute phase, and of some 
experimental observations, also favour this view. 
In the lower limb there seems to be no pathological 
process quite comparable to primary axillary throm- 
bosis. These observations have interest in relation 
to pulmonary emboli. In fatal cases the pulmonary 
embolus is usually the first and final manifestation of 
the thrombotic process, and a clinically recognisable 
‘“‘white-leg’’ has not usually been present. Mr. 
Payne suggests, therefore, that it is the cases of 
‘*‘ occult ” deep thrombosis which are likely to lead 
to fatal pulmonary emboli. In the ones with 
** manifest ’’ lesions thrombosis, if present, is secondary 
to lymphatic involvement outside the vein. The clot 
in these cases is not merely a stagnation thrombus ; 
it is therefore much more adherent to the vein wall 
and consequently less liable to migrate and cause 
embolus formation. 


THE KING’S FUND AND LONDON HOSPITALS 


THE vitality of the voluntary hospitals is remark- 
able. Their final financial submersion, both indi- 
vidually and collectively, is annually predicted, but 
they keep on rising to the surface, like the cat with 
nine lives. Taking London qs a whole the end of 
the year usually finds income slightly ahead of expen- 
diture, and if last year for the first time since 1926 
it fell slightly behind this was not because income 
fell but because expenditure rose—partly because of 
increase in work and partly because prices are higher. 
In his message to Tuesday’s meeting of King Edward’s 
Hospital Fund the King said that “the enterprise 
shown by the hospitals at this time certainly deserves 
every support,’ and it is satisfactory to find the 
Fund determined to maintain its distribution to 
hospitals at the present high figure of £300,000, of 
which £30,000 is for schemes of capital expenditure 
and about £270,000 for maintenance. For the past 
three years the Fund’s income has been £7000 or 
£8000 a year below the amount distributed, but, as 
the president, the Duke of Kent, put it, ‘“‘ we think 
this is a time when the King’s Fund should do what 
it can to help the hospitals with their immediate 
requirements rather than adopt a policy of safety- 
first.” Though the income from investments is 
£22,000 down, legacies have increased by £37,000 to 
£81,500, and instalments are now being received of 
a very large legacy from Mr. Percy Johnson. Whether 
this will go towards endowment or will be distributed 
to meet the present strain on the hospitals has not 
yet been decided. 

Dr. Charles Newman has been appointed sub-dean 
at the British Postgraduate Medical School. 

It is announced that Sir Walter Kinnear, late 
controller of the insurance department of the Ministry 
of Health, and Mr. Thomas Lindsay, an assistant 
secretary in the Ministry, are to visit Australia to 
assist the Commonwealth Government in preparing 
a scheme of national health insurance. 

On Tuesday last the Duke of Gloucester was 
formally made president of St. Bartholomew’s Hos- 
pital, London. At the request of Mr. Girling Ball, 
dean of the medical college, His Royal Highness 
signed the roll as a “ perpetual student ” of the hos- 
pital. This, said the dean, was the highest honour in 
their power to offer. 
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SPECIAL ARTICLES 


NUTRITION AND DIET IN NORTHERN 


INDIA 


A COMPARATIVE DIETARY SURVEY 


By DAGMAR CURJEL WiLson, M.D. Glasg., 
M.R.C.P. Lond., M.C.0.G., D.P.H. 


WOMEN’S MEDICAL SERVICE, INDIA (RETD.) 


With a note on the 
CHEMICAL COMPOSITION OF THE DIETS 
By E. M. Wippowson, Ph.D. 


And a statistical note on the 
PHYSICAL ASSESSMENT OF THE 6000 SCHOOL-CHILDREN 


By Cari Wait, B.Se. (Econ.) 
STATISTICAL ASSISTANT TO THE MILK MARKETING BOARD 


Tue League of Nations Technical Commission on 
Nutrition recommends for further study the com- 
position of dietaries, the nutritive value of the prin- 
cipal foods, the influence of climate on food require- 
ments, assessment of the nutritional state of children, 
and the investigation of deficiency diseases. As a 
contribution to this programme the survey here 
briefly summarised was carried out among wheat- 
eating peoples in Northern India—Hindus, Muslims, 
and Sikhs—each with their own racial characters 
and dietary habits. The full details are being pub- 
lished in India by the Indian Journal of Medical 
Research and the Imperial Council of Agricultural 
Research. 

The survey is of the diet of 120 families, Hindu, 
Indian, and Sikh, and it records the nutritional 
state of 6000 children belonging to these wheat- 
eating races. The purpose of the investigation 
was to correlate diet and stature, and to ascer- 
tain whether differences occur in the incidence of 
disease among the different races, and whether diet 
influences susceptibility to certain infectious diseases. 
The method chosen was to study the food as eaten 
in a sampling of the homes, and to make measure- 
ments and observations on the children deriving 
from such homes. The communities studied are of 
rather special interest because they include the Sikh 
community with whose diet McCarrison made his 
well-known demonstration with rats (1926-27, 
1932). When fed from youth throughout the growing 
period on a reproduction of the Sikh diet these young 
rats grew far better and were far freer from disease 
than their fellows, reared on a reproduction of a 
poor Western European diet or of inferior Indian 
diets, particularly those of rice-eating peoples. 

Hindus, Muslims, and Sikhs living in Northern 
India are acclimatised to both heat and cold. Many 
are virile folk known to be physically strong, among 
whom, when not otherwise occupied, family feuds 
are not uncommon ; from amongst these races many 
military recruits are obtained. Girls in Northern 
India are well cared for, and the age of marriage is 
usually higher than in other parts of the country. 
The staple crop in the north is wheat which is eaten 
by all, usually in the form of whole wheat flour, 
coarsely ground and baked, of which McCay (1912) 
has shown 80 per cent. of the protein to be absorbed. 
There are certain racial differences in the diet. 
Hindus, except among the lower castes, do not 
usually include flesh in their dietary. They use a 





variety of pulses and vegetables and fruits, and as 
much cow’s milk and clarified butter as they can 
afford. Muslims eat meat, but usually not in any 
large amount. They tend to cook their vegetables 
together with meat, and to use more rice and less 
milk and clarified butter than Hindus. Sikhs, where 
economically possible, combine the best of Hindu 
and Muslim diets, and are partial to the use of buffalo 
milk with its high fat content in preference to cow’s 
milk. 
DIETARY SURVEY 

The dietary survey was supervised personally by 
the author speaking the vernacular. A period of ten 
consecutive days in the winter season was chosen 
for observation. In Northern India, except for any 
untoward incident such as the failure of crops, the 
amount and character of the diet is fairly constant 
throughout the year, save that during the hot season 
diluted buttermilk is generally drunk. 

Records were obtained from 120 families con- 
taining 730 persons ; this total was made up of equal 
numbers of Hindu, Muslim, and Sikh families, of 
which half in each case were urban and half rural, 
in the relatively prosperous district of Sialkot in the 
Punjab. Families were chosen of different economic 
and social status, to represent the different types 
of homes from which school-children were drawn. 
The homes were visited twice daily before the cooking 
of the principal meals, and the foodstuffs were weighed 
on a portable balance. In an Indian household there 
is little waste ; it is customary to cook the amount 
of food that will be used. Allowance was made for 
guests, and for food given in charity and to animals. 
As far as possible only the actual parts of food to 
be cooked were weighed. To handle food after 
cooking was not allowed, and estimates regarding 
the effects of cooking are not available. 

The social and economic status of the family and 
its consequent purchasing power were checked by 
inquiries as to sources of income, but calculations as 
to net income were not reliable, and the profession 
of the principal breadwinner was judged to be a 
more satisfactory indication of family status. From 
such data and from personal inquiries in bazaars, 
and from the study of the accounts of boarding- 
schools and institutions, it is concluded that for an 
expenditure of 4 annas (about 4d.) per head daily 
on foodstuffs an adequate, balanced diet can be 
easily obtained. The age and sex composition of 
each family were recorded, with the total intake of 
the various food constituents. The analysis of food- 
stuffs was carried out at the Nutritional Research 
Laboratory, Coonoor. 

The detailed tabulation of the data cannot be 
included in the present summary. The analysis of 
the diets has been handled by Dr. E. M. Widdowson, 
and the chief results are set out in two summary 
Tables. : 


NUTRITIONAL STATE OF THE CHILDREN 


Examinations of the nutritional state of 6000 
children, Hindu, Muslim, and Sikh in approximately 
equal numbers, were carried out in the winter season 
by the same observer. All the children were between 
the ages of 5 and 14 years. The children were living 
at their homes, where the investigation was made, 
and consuming the racial diets, indicated in the 
previous section. Proportionate numbers were 
examined from the different social classes served by 
primary, middle, and high schools. About one- 
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quarter were at rural schools, and more than half 
the total number were girls. 

Three groups of tests were used :— 

1. Tests whose value is generally recognised. Height 
and weight and chest measurements, with their standard 
deviation. 

2. Tests whose accuracy is still uncertain: (a) Tests 
where the personal element in the observer must be 
considered—i.e., clinical assessment of nutrition, posture, 
expression, and teacher’s assessment of pupil’s intelligence. 
(6) Tests for muscular energy and capacity, still the 
subject of experimental research—i.e., codrdination tests 
(Romberg, Horsley), pull (dynamometer). 

3. Special investigations : (a) For deficiency conditions : 
follicular hyperkeratosis (phrynoderma), angular and 
buccal stomatitis, Bitot’s spots, rickets. (b) Teeth: 
irregularity of dentition, caries. (c) Tonsils. (d) Effects 
of preceding illness. 

As with the full data of the dietary survey, the 
details of the physical assessment of the children 
are not here set out. Certain of the data have been 
submitted to statistical analysis, and a summary of 
these results by the statistician is appended. 

INCIDENCE OF DISEASE IN RELATION TO NUTRITION 

Inquiries were made about the clinical incidence 
of disease, hospital records being supplemented by 
personal inquiries from medical practitioners, and by 
visits to hospitals. Not many generalisations emerged 
suitable for inclusion within the scope of this sum- 
mary. The large number of children who suffered 
from greatly enlarged tonsils in all classes of schools 
housed in insanitary quarters within ancient walled 
cities was noteworthy. Of girls between 4 and 
14 years of age, 1348 were examined in urban areas, 
and 771, more than half, showed diseased tonsils. 
In rural areas the figures were somewhat less bad ; 
of 731 examined about one-quarter (176) had this 
defect. 

The relation of diet to malaria was studied in 
villages round Delhi where the investigation of the 
Malarial Survey of India has shown malaria to be 
endemic and a very high rate of infection to exist. 
Very many children showed signs of anemia and 
debility, and few had access to quinine. 


DEFICIENCY DISEASES AND CONDITIONS ASSOCIATED 
WITH DIETARY FACTORS 

Signs of deficiency disease were remarkably 
infrequent ; 3985 children between 5 and 14 years 
old were examined from this point of view, and, of 
these, 107 showed follicular hyperkeratosis (phryno- 
derma), 24 had angular stomatitis, none buccal 
stomatitis, 6 had Bitot’s spots, and 43 had rickets. 
There was thus some slight evidence of vitamin-A 
deficiency but it did not appear to be widespread. 

Conditions frequently met with in certain other 
parts of India are uncommon among these northern 
races. Leprosy occurs in the submontane regions of 
the north, the infection being carried down the passes 
by wandering tribes from the Central Asian high- 
lands, but leprosy is rare in the plains of Northern 
India. Spastic paraplegia is rare and peptic ulcer 
relatively uncommon. In pregnancy the numbers of 
cases of anemia and of eclampsia are small compared 
with those seen in women’s hospitals in other parts 
of India, and peripheral neuritis associated with 
pregnancy is very rare. Statistics about maternal 
mortality in India are often misleading, but such 
information as is available, suggests a lower mor- 
tality in the north. The occurrence of late rickets 
and osteomalacia, often an important contributory 
cause of high maternal mortality, among certain 
other northern peoples living under conditions of 
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deficiency of food or sunlight or both, has already 
been described (Wilson 1931, 1932). 

On the other hand vesical calculus occurs fre- 
quently, and has a definite “* social incidence,” being 
commoner among the poorer classes. Its association 
with the wheat diet and hot summers of Northern 
India has been noted by McCarrison (1931), Wilson 
and Mookerjee (1935), and others. 


HEMOGLOBIN ESTIMATIONS 


Records were obtained of 166 children from more 
educated families who volunteered to be “ pricked ”’ ; 
these were boys and girls between the ages of 5 and 
15 years attending three large northern public schools. 
The average percentage hemoglobin was 83-7+0-5 
(8.D. +6-3) witha Dare hemoglobinometerstandardised 
so that 100 per cent. equals 16 g. hemoglobin. Many 
children stated that they had attacks of fever in the 
autumn, and this was confirmed by their guardians, 
but all were in a position to cut short an attack of 
malaria with quinine. 


SUMMARY AND CONCLUSIONS 


The dietary intake of 120 families containing 730 
persons of the wheat-eating communities, Hindu, 
Muslim, and Sikh, in a relatively prosperous region 
of Northern India was recorded, and the nutritional 
adequacy of the diets was assessed by a physical 
examination of 6000 children consuming them. The 
dietary records are analysed by Dr. E. M. Widdowson, 
who reports that the intake of calories, proximate 
principles, calcium, phosphorus, and iron are adequate 
when calculations are based on the international 
scale of consumption units, but that when the 
Stiebeling scale is applied the calcium appears to 
beslightly deficient in allthediets. The results of the 
physical survey of the children are analysed statis- 
tically by Mr. Carl Wait, who reports that the amount 
of subnormality is slight, about one-fourteenth of the 
children on the Sikh diet, about one-sixth on the 
Hindu, and about one-fourth on the Muslim being 
assessed as somewhat subnormal. Only one child 
in the whole series was actually classed as ‘“‘ bad.” 

It can therefore be concluded that the diets studied 
and the physical condition of those consuming them 
are by no means unsatisfactory, and that McCarrison’s 
experimental demonstration with rats of the excellence 
of the Sikhs’ wheat-containing diet is fully borne 
out. 


Note on the CHEMICAL COMPOSITION OF THE DIETS 
BY E. M. WIDDOWSON 


Table I shows the average intakes of calories, 
proximate principles, calcium, phosphorus, and iron, 
per consumption unit per day, for the six different 
groups studied.* It is apparent from this table that 
in many respects the average results for the various 
groups are similar to one another, so that certain 
generalisations may be made. 


The calories lie between 2300 and 2900, lower than the 
figure 3000 suggested as desirable by most authorities, 
but probably not inadequate. The protein intake, 
70-90 g. a day, compares well with the commonly accepted 
figure of 70-100 g. for a man’s protein requirement. 
The intake of animal protein, on the other hand, is always 
very low when judged by European and American 
standards, all but one group having less than 20 g. a 
day. Little or no meat is eaten, and almost all the protein 


* The earlier international scale of family coefficients (League 
of Nations 1932) is employed, so that the results may be 
comparable with those of dietary surveys by Aykroyd and 
Krishman (1937) and others already carried out in different 
parts of India and in certain other countries. 
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TABLE I 


AVERAGE INTAKE OF CALORIES, PROTEIN, FAT, CARBOHYDRATE, CALCIUM, 


PHOSPHORUS, AND IRON 


per consumption unit (international values) per day 


IN NORTHERN 
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TaBLeE II 

AVERAGE INTAKE OF PROTEIN, 

CALCIUM, PHOSPHORUS, AND IRON 

per consumption unit (Stiebeling) 
per day 
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In summer especially, diluted buttermilk in varying amounts may be drunk and this has not been included in 


records. 





the 


Amounts of 3 oz. or less of undiluted buttermilk will make no appreciable difference to the protein, fat, 


carbohydrate, or iron, but the calcium and phosphorus may be increased by 25 mg. a day. 


is derived from cereals. Milk and milk products provide 
the small supply of animal protein. The fat consumption 
is also low in comparison with this country, but no 
optimum or minimum requirement for fat has been 
suggested, so there is no evidence that the intake is 
inadequate. The fat is derived mainly from milk products. 
The amount of carbohydrate is high, because of the large 
quantity of cereals eaten. 

In considering mineral intakes, it is usual in investigations 
of this sort to take the figures suggested by Sherman 
(1937), 0-68 g. of calcium, 1-32 g. of phosphorus, and 
12-15 mg. of iron a day, as standards for adult require- 
ments of these elements, and to compare the findings with 
them. Actually, Sherman’s values were never intended 
to be used as absolute standards, but only as a rough guide 
to requirements. Since, however, no other standards for 
mineral requirements are in existence, Sherman’s figures 
have been adopted, but with full realisation of their 
limitations. 

When calculated on the international consumption unit 
basis, the average intakes of calcium, phosphorus, and 
iron may be considered adequate in all groups, and the 
iron intake is remarkably high. This iron is obtained 
mainly from whole wheat. 


A comparison of the results for Hindus, Muslims, 
and Sikhs shows that, although there are no great 
differences, the Sikhs have the best diet throughout. 


Their consumption of every constituent is higher 
than that of either of the other two groups. There 


is little to choose between the results for the Hindus 
and the Muslims. A further point of interest is the 
difference between the diets of urban and rural com- 
munities. The rural diets are in all cases higher in 
calories than the corresponding urban diets, owing 
to a greater consumption of cereals and hence of 
carbohydrate in the country. The town-dwellers on 
the other hand tend to have more animal protein, 
and this is especially noticeable in the case of the 
Muslims who eat a small quantity of meat. 

The results shown in Table 1 are average results 
for 20 families in each group. There is considerable 
variation from family to family in the intake of all 
constituents. With calories, for example, there are 
one or more families in each group having more than 
4000 calories per consumption unit per day, and 
there are usually several having only 1000-1500. A 
number of families have no animal protein at all, 
while one Muslim urban family had 146 g. per 
consumption unit per day. 





The international values for consumption units, 
which have been used in calculating these results, 
are designed for calories only, and it is gradually 
being realised (McCance and Widdowson 1937) that 
units for calories should not be applied to protein 
or the inorganic constituents of the diet. Stiebeling’s 
scale (Stiebeling and Ward 1933), which allows for the 
greater requirements of protein, calcium, phosphorus, 
and iron for growth, has been applied to these four 
constituents in the present investigation, and the 
results of the analysis on this different basis are 
given in Table II. They are a striking example of 
the importance of making such an allowance, 
especially in the case of calcium. Whereas on the 
international scale all but one of the average intakes 
come up to Sherman’s suggested figure of 0-68 g. 
a day, on the Stiebeling scale every one of the 
average calcium intakes appears to be inadequate. 

The intakes of phosphorus and iron are sufficiently 
high to appear adequate when calculated on either 
scale. For protein the intakes per consumption unit 
per day lie between 50 and 70 g., instead of between 
70 and 90 g. as when calculated on the international 
basis. 


Statistical note on the PHYSICAL ASSESSMENT OF THE 
6000 SCHOOL-CHILDREN 
BY CARL WAIT 
The present statistical notes are based on the 
measurements of height, weight, general nutrition, 
and condition of teeth for the 6000 children. For 


comparing races, arithmetic means have been worked 
out of heights and weights, classified in age-groups. 
General nutrition, as measured by the well-known 
clinical assessment of the state of nutrition (Ministry 
of Health 1937), has been yudged by the proportion 
of children below the normal standard, and the con- 
dition of teeth is shown by the proportion having 
dental defects. 

The preliminary analysis suggests that Sikh children 
are taller and heavier than Hindus and Muslims, 
although Muslim urban girls are the tallest group. 
Urban children are taller and heavier than rural 
children except Sikh girls, for whom the reverse is true. 

Nearly a quarter of the Muslims are below the 
normal standard of nutrition, as against a sixth of 
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the Hindus, and only a fourteenth of the Sikhs. The 
amount of subnormality is generally slight, there 
being only 1 child, out of the total of 6000, assessed 
as ‘** bad.” 

The condition of teeth is generally good, and again 
Sikhs are obviously better, with less than one-third 
having dental defects, as compared with nearly two- 
fifths among Hindus and Muslims. 

A more extensive and detailed analysis, involving 
other measurements and tests, will be published 
at a later date. 


This investigation was made possible by financial 
assistance from the Royal-Society. Iam indebted to a 
large number of friends, colleagues, and officials for help 
in various ways, which will be acknowledged elsewhere. 
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NATIONAL RADIUM COMMISSION 


At the end of July, 1937, 39°724 grammes of 
radium were actually on loan or already allocated to 
25 centres by the National Radium Commission. 
There has been an increase of 15-25 grammes in the 
national stock during the year. Of this total, 2-833 g. 
were purchased by the Trust and the remainder 
(12-417 g.) was borrowed from the Eldorado Gold 
Mines Ltd., Canada, with an option to purchase or 
to return after paying a rental of 5 per cent. per 
annum on capital value for the period of use. The 
Commission report that even with the greatly increased 
supplies now available the radiological resources of 
the country leave practically untouched a large 
number of incurable cancer patients who would 
benefit from the palliative effect of radiotherapy. 

The policy of the Commission has always been to 
secure as far as possible the concentration of radium 
treatment at large hospitals adequately provided with 
a full pathological service, modern X ray apparatus, 
surgical coéperation, and facilities for keeping com- 
plete clinical records, and that such hospitals should 
serve, for radiotherapy, an area greater than that 
ordinarily served by the hospital. During the year 
attempts have been made in Kent, Lincolnshire, 
Suffolk, and Wessex to coérdinate the cancer work 
of three or four local hospitals of equal size and 
status by dividing between them the responsibility 
and expense associated with a properly organised 
and well-equipped radiotherapeutic centre. This is 
a new departure, entailing the overcoming of local 
prejudices and rivalries, which the Commission hope 
to see carried to a successful issue. 

The Commission believe that in order to make 
radium available for cancer patients throughout the 


* Eighth Annual Reports of the National Radium Trust and 
Radium Commission, 1936-1937, including a Statistical Report. 
|. H.M. Stationery Office. Cmd. 5612. 1937. Pp. 80. 
ls. 3d. 
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country the problem will have to be attacked by the 
Government along national lines. Additional centres 
are needed, but since their establishment involves 
an increase of bed accommodation, a considerable 
initial capital expenditure, and large subsequent 
sums for maintenance, it can only be effected as part 
of a national policy. There is still a serious shortage, 
which cannot be rapidly remedied, of specialists with 
a basic knowledge of surgery trained in radiotherapy. 
Voluntary schemes for paying the travelling expenses 
of patients attending centres have proved so valuable 
at some places that the Commission suggest that 
failing their formation at others, local authorities 
should be approached for contributions for this 
purpose. An increase in the staff of many of the 
national centres is welcomed, especially appointments 
of a whole-time physicist. The separation of the 
work of the radio-diagnostician from that of the 
radiotherapist is also regarded as desirable, though 
emphasis is laid on the need for the latter to act in 
full consultation with the surgeons, gynecologists, 
and other members of the hospital staff. An expert 
advisory committee on equipment has now been 
appointed, and the pathological advisory committee 
appointed in 1934 continues to report on sections 
presenting special difficulty. Among the appendices 
is a table showing, so far as that is possible, the 
actual work done by each of the centres compared 
to the amount of radium available. There is also a 
memorandum on the care and custody of radium 
which has been prepared for the guidance of radio- 
therapeutic clinics. 


ANALYSIS OF RESULTS IN CANCER OF MOUTH 
AND BREAST 


Part II of the report is a statistical analysis of 
carcinoma of certain sites treated at the Commis- 
sion’s centres and associated hospitals during the 
years 1930-33 inclusive. It is regrettable that the 
records from 10 hospitals could not be included in 
these figures, some because they were unsuitable for 
analysis and others for reasons unspecified. From 
this analysis it appears that including all cases and 
all stages there is a net 3-year survival-rate of 37-4 per 
cent. for the cheek, 30 per cent. for the alveolus, 
28-6 per cent. for the palate, 24-9 per cent. for the 
fauces, and 17-6 per cent. for the tonsil. The figure 
for carcinoma of the breast recurrent after operation 
is 23-4 per cent. It must be remembered that these 
figures include all cases treated at the centres and 
that they give a picture of the average results of 
radium treatment at a widely scattered group of 
hospitals, and therefore must not be compared 
lightly either with the results of special clinics or 
with results based upon a picked series of cases 
treated by a highly skilled surgeon. They are those 
achieved by the skill of doctors working in various 
parts of this country with radium in conjunction with 
other methods upon the average cancer patient 
seeking treatment. 

The Commission believe that there has never been 
a more favourable time for an open and coérdinated 
attack upon cancer and are confident that such an 
attack, under the «gis of the Government, would 
obtain immediate and widespread support. 


WESTMINSTER HospitaL.—The medical school is to 
be officially opened next May by the Earl of Athlone and 
essential departments will be ready for occupation by 
Jan. Ist. The contract for the new main hospital has 
been let, subject to the board’s assent, for £425,000, and 
the building should be completed by March 3lst, 1939. 
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FACTORY SURGEONS THEN AND NOW 


THE annual dinner of the Association of Certifying 
Factory Surgeons was made this year a special occasion 
by the passing of the Factories Act (1937). For one 
thing the term “certifying surgeon” had been re- 
placed by “ examining surgeon,” though the majority 
of the company still preferred the old to the new. 
The dinner was held at the Langham Hotel on 
Dec. 8th, with Dr. R. E. FLitcrort, the president, 
in the chair, 

After the loyal toasts Dr. E. H. STRANGE proposed 
the health of the Factory Department of the Home 
Office. He said that the certifying surgeon is regarded 
in some quarters as an entirely anomalous person who 
should be abolished. He is bound to authority by 
the loosest of ties and can do as he likes so long as 
he sends in an annual report and certifies industrial 
disease. His fees levy a continual tax on industry 
and he can do considerable damage to an employer 
without his knowledge. It is a pity, Dr. Strange 
went on, that in the many schemes for improving 
national health the certifying surgeon was not men- 
tioned. The B.M.A. have praised the works doctor 
but ignored the fundamental rescue work done by the 
certifying surgeon when young people first enter 
industry. His value is incalculable and it would be 
difficult to imagine such a post—a general prac- 
titioner of goodwill, independent of the employer, 
and given freedom by the Home Office—in any other 
State, dictatorship or otherwise. The Factories Act 
is a turning point in his history. There had been a 
threat of quietly dropping the certifying surgeon, but 
threatened men live long, and his body marches on 
as the examining surgeon though his soul might still 
need justification. The great obstacle to-day, Dr. 
Strange thought, is the defaulting employer who uses 
young people exclusively, with new batches half- 
yearly while the certifying surgeon pays only an 
annual visit. 

Mr. D. R. Witson, Chief Inspector of Factories, 
replying, said that the new Act ought to bring about 
closer contacts between the Home Office and the 
association. Here were some important improve- 
ments on the old measure proposed some dozen years 
ago. The awful term ‘‘ appointed surgeon ”’ has been 
replaced, and though he much preferred the adjective 
“certifying”? to “examining” he was overruled, 
The chief inspector has retained in his own hands 
the appointment of certifying surgeons instead of it 
being given to the local authorities. This makes for 
more pleasant and intimate relations than is possible 
under a board or secretariat, for the Factory Depart- 
ment is one of the few patriarchal bodies left, having 
one person at its head. The certifying surgeon is 
therefore not at all like a civil servant. As a prac- 
titioner of long standing he has also many advantages 
over the young and temporary official that would 
have been appointed with the proposed changes. 
The impression that the examinations had _ been 
perfunctory was responsible for the threat, but it 
could be true of only a few of the 1700 certifying 
surgeons. In Mr. Wilson’s experience they had 
generally in their reports gone far beyond the work 
called for by the small fee. He and the Secretary of 
State were convinced that the remuneration was 
inadequate and a change is probable in the near 
future. 

Dr. J. C. BripGe, senior medical inspector of 
factories, said that the purpose of the Act was to 
bring the bad employers up to the level of the good. 
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It is now his duty to do this for the bad examining 
surgeon. Much has been said recently about the 
coéperation between the general practitioner and the 
medical officer of health, but he did not think that 
the Home Office has been reactionary in retaining 
such a valuable branch of preventive medicine as 
the work in factories. It is essential to have one who 
understands the Workmen’s Compensation Act and 
the conditions of the worker. The examinations 
should be at the factory, where the actual working 
conditions are to be seen. Perfunctory service was 
often due to the small fee, which he considered 
derogatory to the profession. There should be more 
collaboration between the certifying surgeons and the 
juvenile employment exchange, and they should be 
represented on the committee, because they were the 
most able to advise on the child’s ability to work. 
There ought also to be a closer union with the 
Industrial Welfare Society. Their relations with the 
Home Office were never better than to-day, which 
speaks well for the future. 


Dr. G. C. ANDERSON, medical secretary of the 
British Medical Association, proposing The Asso- 


ciation, said that he was glad that the local authorities 
were not given the place in the machinery of the 
Act contemplated by some—it was a matter for 
discussion whether they were the proper bodies to 
conduct the health services. He said that his asso- 
ciation’s suggestions for the national health scheme 
were being revised and he invited the certifying 


surgeons to contribute. There had also been no 
mention of rehabilitation or of the Workmen’s 


Compensation Act and considering the great import- 
ance of industrial medicine there was room for all 
these. Insurance authorities, he thought, ought to 
have the opinion of the certifying surgeon, school 
medical reports being of very little value. The 
medical profession’s first duty, he concluded, is to the 
public to give information about the problems facing 
them, and there was too much standing on old- 
fashioned ideas of reticence. 

Dr. FLitcrort, responding, outlined the history of 
factory legislation since the first Act in 1802. Then 
any doctor could give a certificate ; all they had to 
certify was that the child appeared to be of a physique 
normal at the age of 9, even if the actual age was 
much under or over this. The certifying surgeon was 
first appointed under the Act of 1844, when he was 
known as the factory medical officer. An association 
was founded in 1867 and lasted about ten years. 
The present society began in 1888, since when they 
have had only three secretaries. The great change in 
the certifying surgeon’s duties has been that his 
work is now positive instead of negative. The weak- 
ness of the new Act is that it fails to ensure that its 
recommendations are carried out. The age for 
compulsory examination has gradually increased to 
16, but, he said, it was desirable that it should be 18. 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


PERNICIOUS AN2MIA 

UNTIL ten years ago pernicious anz#emia was a rare 
disease, practically always causing death within a year. 
The disease, however, now seems comparatively 
common, and the cause of death is not now the anwmia 
but the development of intercurrent infection or some 
debilitating condition. Dr. Alexander Goodall pointed 
this out in the last of the series of Honyman Gillespie 
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lectures delivered in Edinburgh. Turning to treat- 
ment, he said that a patient of the type commonly 
seen—hemoglobin 30 per cent. and red cells 1,200,000 
per c.mm.—should be put to bed and given liver 
extract as soon as possible. Recovery is quicker if 
the liver extract is given intravenously daily for the 
first three or four days. If a reticulocyte response 
appears about two days after the first injection, the 
prognosis is good and the patient will probably be 
up in three weeks, by which time the hwemoglobin 
should be about 60 per cent. If, however, the red 
cells number only 800,000 per c.mm. or less, a blood 
transfusion, to which is added a suitable dose of 
liver extract, should be given. Intramuscular injec- 
tions of liver extract should then be continued fort- 
nightly until the haemoglobin reaches 95-100 per cent., 
after which only a monthly dose, enough to maintain 
the hemoglobin percentage, is necessary. Degenera- 
tion of the spinal cord develops in 15 per cent. of 
cases, sometimes even when the hemoglobin has been 
maintained at 100 per cent. and the red cells at 
5,000,000 ; he considers that there must be two 
different deficiency factors concerned. Whereas in 
general the course of pernicious anemia under treat- 
ment is favourable there are cases that fail to react 
to liver therapy and among these are the achrestic 
type of anemia. Although the bone-marrow is active 
there seems, in these cases, to be a failure to make 
use of the hemopoietic principle. In other cases 
hwemopoiesis proceeds to the reticulocyte but not to 
the erythrocyte stage. 


BEQUEST TO EDINBURGH UNIVERSITY 

Sir John Thomson-W alker, formerly senior urologist 
to King’s College Hospital, London, who died on 
Oct. 5th, graduated in medicine at the University of 
Edinburgh in 1894. He has bequeathed to the 
university his collection of engraved portraits of 
British and foreign medical men, many of his books, 
and £500 to provide accommodation for the prints. 
He hoped that this legacy would “ encourage the 
study of the history of medicine, on which this great 
medical school has had such a profound and lasting 
influence.” 





UNITED STATES OF AMERICA 
(FROM AN OCCASIONAL CORRESPONDENT) 


THE REVOLT OF THE DOCTORS 

THe dramatisation this week by the popular press 
of the “revolt of the doctors” has focused public 
interest on the future of medicine in the social life of 
the United States. And once again organised medicine 
has drawn undesirable attention to itself by adopting 
an uncompromisingly reactionary stand. 

Shortly after the inception of the New Deal 
government, Edward Bok, the great Philadelphia 
publisher, instigated a series of studies of the social 
life of this country, known as the American Founda- 
tion Studies in Government. Late in 1936 this 
foundation produced a monograph entitled ‘* American 
Medicine : Expert Testimony out of Court. What is 
wrong—and what is right—with American Medicine 
as freely set forth by leading doctors and surgeons, 
including men from every State.”’! Among its other 
accusations, this book lays serious charges at the 
door of charitable medicine. As the direct result of 


1 See Lancet, August 7th, 1937, p. 338. 
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these accusations, a number of well-known medical 
men, principally from the East, but including repre- 
sentatives from the West and Middle West, formed a 
committee and drew up a table of Principles and 
Proposals.?_ In its present form this committee has 
as its executive members Dr. Russell Cecil (attending 
physician to the New York Hospital, chairman), 
Dr. John Peters (professor of medicine at Yale, 
secretary), and Dr. Milton Winternitz (professor of 
pathology at Yale), and among other nationally 
known names includes those of Dr. Hugh Cabot, 
Dr. George R. Minot, and Dr. Robert Osgood. At the 
suggestion of this committee the delegates of the 
New York State Medical Society introduced their 
Principles and Proposals before the house of delegates 
of the American Medical Association at the Atlantic 
City meeting in June, 1937. The resolution was 
defeated by a very large majority. 

The committee, however, resolved to put their 
proposals before the public, and throughout the 
summer collected the approving signatures of some 
430 medical men in good standing throughout the 
country. On Nov. 7th the Principles and Proposals 
were for the first time introduced to the public in the 
form of a signed letter to the New York Times. 
Their essential features are that the health of the 
people is a direct concern of the government ; that a 
governmental programme is necessary ; and that the 
problem of economic need and that of providing 
adequate medical care are not the same and should be 
approached from different angles. In the Proposals 
for immediate action the importance of concentrating 
on preventive medicine is emphasised ; it is suggested 
that public funds be made available for the medical 
care of the indigent, and for the support of research 
and of medical education ; it is insisted that as far 
as possible the advance should be evolutionary, and 
should employ the existing forms and institutions 
rather than bring new ones into existence; and 
finally it is stated that there is pressing need for a 
central ministry to correlate the various govern- 
ment health functions (the present Public Health 
Service is a sub-department of the Treasury). 

To British eyes these Principles will no doubt seem 
a matter of common policy, while the Proposals 
would present little danger to the established order of 
affairs. As the New York Times remarks, “ if this is 
socialised medicine, let us have more of it.” But the 
publication in a lay newspaper of this resolution 
after its defeat by the house of delegates of the 
A.M.A. constitutes a public challenge to that body. 
The Journal of the Association, in an attempt to 
quench the flame before it was well lit, produced on 
Oct. 16th last, before the appearance of the letter in 
the Times, an editorial in which the Principles and 
Proposals were roundly condemned, and the action 
of the committee in continuing after the June meeting 
was bitterly attacked. It was alleged that the group 
is inspired by connexions with the present régime in 
Washington, and that many of the 430 names were 
obtained by misrepresentation. 

In appreciating the reaction of organised medicine 
as represented by the A.M.A. it is necessary to know 
a little of the social and philosophical structure of 
American life. It must be remembered that till 1929 the 
American was an intense individualist, and resented 
the suggestion that his private endeavour was not 
sufficient to preserve himself and the society around 
him. It must be remembered that a natural fear of 
any interference by “ politicians ” is a necessary part 
of the protective instincts of any American profes- 


2 Thid, Nov. 27th, 1937, p. 1259. 
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sional body, and must continue so long as the system 
persists whereby the politician gains adherents by 
dismembering the privileges of others for the benefit 
of his followers. Finally it must be remembered that 
the present régime in Washington has organised an 
extensive series of social experiments which is financed 
by steadily expanding the public debt ; it is difficult 
to see how a conservative profession could support a 
programme of medical expansion not founded on 
sound financial support, for the very essence of such 
a programme is financial continuity. 


various occupations. 


GRAINS AND SCRUPLES 
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There are, then, very sound reasons within 
American social life why the American Medical 


Association should be extremely suspicious of any 
proposals which might harness the profession to the 
government wagon. But if the organised profession 
is to retain public sympathy (far more essential to 
its vitality in America than in Britain) there must be 
no appearance of unwillingness to discuss, nor of 
unreasoning condemnation, of proposals as reasonable 
as these, coming as they do from a highly respected 
group within the profession itself. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A CIVIL SERVANT 
Ill 

Last week we talked of Dictators and Drains and 
one could wish that less were heard of the former 
and more of the latter. We are too apt to take 
drains for granted, to pull the plug and let the British 
engineer do the rest; yet not only is a modern 
drainage system of a fascinating complexity—if 
suddenly laid bare we should all stand agape, like 
Kipps confronted with a diagram of the intestines, 
and echo his ‘“ Chubes!!!”—but they may quite 
easily go wrong, as happens from time to time with 
disastrous results to the community. 

‘IT don’t care where the water goes, if it doesn’t 
get into the wine,” sang G. K. Chesterton—and in 
the same way the sanitarian doesn’t care where the 
drainage goes if it doesn’t get into the water-supply. 
Even if it should do so, nothing untoward may happen 
for years: a polluted water-supply may even hold 
attractions for some. When remonstrated with for 
using his closed and polluted well instead of the new 
main supply, a Lincolnshire villager answered : 
‘‘ New water b’ain’t no good, mister. Noa taste, noa 
colour, noa zmell!”’ It is only when specific pollution 
occurs, as by typhoid or dysenteric organisms, that 
disaster happens and not necessarily even then if the 
water-supply is efficiently chlorinated, as is shown 
by the absence of typhoid from London in the two 
years following the Epping outbreak, during which 
time paratyphoid organisms were being discharged 
into one of the sources of the London water-supply. 
How such specific pollution is brought about cannot 
always be discovered but where it can be traced, as 
for example at Malton or at Denby Dale, the story 
as told in the late Dr. Vernon Shaw’s reports on those 
outbreaks yields nothing in interest and excitement 
to a detective novel. And what a film these out- 
breaks would make for the instruction of medical 


students ! 
- . * 


The principles of drainage are simple and few. 
A fall sufficient to ensure constant flow ; an interior 
as smooth and as straight as a gun-barrel; branches 
joining in the direction of the flow ; means of inspec- 
tion and access at every junction and change of 
direction ; air-flushing throughout—these with a few 
more form the basis of sound drainage. In England 
these principles are comparatively easy to carry out. 
It is the ultimate disposal of the sewage which some- 
times causes difficulty, as well as the vagueness and 
complication of the law. The answer to the question 
“When is a drain not a drain?,” even in legal 
circles, is, I am told, ‘“‘ One can never be sewer.” 





But abroad the problem of the sanitary engineer is 
often far more difficult. Think of modernising the 
drainage of Bruges with its stagnant canals or Le Puy 
with its age-old tenements growing over rather than 
built upon the rock and intermingled like a lump of 
coral. We declaim in this country against haphazard 
development and bungaloid growths, but, with certain 
notorious exceptions such as Peacehaven, our suburbs 
are like the ranks of a regiment of Guards compared 
to some of the suburbs of Paris, for example; and 
what of Bidonville at Casablanca, where more than 
20,000 de-tribalised natives live in shanties made of 
petrol tins ? Add to these complications comparative 
national and local poverty and an apathetic public 
opinion, for there is no doubt that ‘‘In sanitary 
matters ‘tis pity the French have not got the 
Englishmen’s fear of a stench,” and one can realise 
the difficulties of the hygienist on the Continent. 

Some countries have frankly given up the attempt 
and are relying mainly on methods of immunisation 
rather than on environmental hygiene. Poland, for 
example, the cockpit of Eastern Europe, a flat and 
sparsely populated country, impoverished by the 
previous neglect of its masters and by an additional 
two years of warfare, is relying—or was when I visited 
it—more on antityphoid inoculation than on the 
impossibly costly provision of pure water and good 
drainage everywhere. 

* * * 


It is, of course, above all in armies that immunisa- 
tion can be substituted for the sanitation which must 
necessarily be to a large extent non-existent during 
actual fighting, witness Gallipoli, where an American 
attaché is said to have summed up the situation with 
“Sure, general, you’re between the devil and the 
w.c.” The respective figures for typhoid of the 
British Armies in the Boer War and the Great War 
have been quoted ad nauseam but recently some far 
more striking figures are to hand from the Italian 
Armies in Abyssinia. In that seven months’ cam- 
paign, out of 500,000 white troops it is claimed that 
599 officers and men died of disease as against 1099 
killed in action or died of wounds! And this in a 
tropical country with extremes of temperature, 
among whose armies and inhabitants dysentery, 
small-pox, typhus, scurvy, and pneumonia were 
epidemic. This result was primarily due to the fact 
that for the first time in history the sanitary prepara- 
tions for war were given equal importance with the 
military preparations—for example, in the Port of 
Naples for ten days sanitary supplies were given 
preference for loading over all war material, including 
munitions. As Sir Aldo Castellani remarked, in 
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giving these figures ‘‘ Such an order was not without 
its emotional effect on certain of the older Generals.” 
All troops were inoculated with tetra-vaccine, against 
cholera, typhoid, and paratyphoid A and B. Four 
hundred and fifty-eight cases of enteric were reported 
and no cases of cholera. Since immunity against 
cholera only last five or six months several divisions 
were revaccinated during the campaign. Truly has 
the immunologist ensured that disease shall not rob 
us of a hero’s death ! 


* * * 


Reverting to our ‘Drains and Seruples,” it is 
interesting to see how often sanitary reform has been 
linked with panics, and nearly always through a 
mistaken wxtiology. Disinfection was introduced to 
counter the epidemics of plague, although it cannot 
have been of much value for that purpose; the Bills 
of Mortality, the foundation of vital statistics, were 
due to the Court’s desire to know when to leave 
London in plague-time; the reforms in sanitation 
brought about by the cholera epidemics of one 
hundred years ago were due to a fear of ‘“ noxious 
effluvia,” not to fear of a polluted water-supply ; the 
drainage system of Malton, condemned by the Local 
Government Board in 1893, was finally put in order 
in 1932 after a typhoid epidemic whose genesis had 
nothing to do with the defects of the system; and 
many a school medical officer has had to thank an 
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epidemic of scarlet fever for funds to modernise a 
school’s drains, though it is perhaps going a little far 
for a medical officer of health to press for immunisa- 
tion against diphtheria on the grounds that the town 
drainage system was to be opened up, as was alleged 
last week in a local paper. 

Progress by panic, however, is seldom satisfactory 
and often quite misdirected, as when, following an 
epidemic of milk-borne typhoid, a well-known resort 
decided to spend its money on advertising its salubrity 
instead of spending it on pasteurising its milk. Even 
health education when propagated by epidemics 
seems to go astray. Thus a preacher in 1577 argued 
that ‘“‘ The cause of plagues is sinne, if ye look to it 
well: and the cause of sinne are playes: therefore 
the cause of plagues are playes”’’; and in 1937 a 
popular daily paper recently featured an article which 
claimed to be ‘‘ Everyman’s Guide to Typhoid ” but 
which, from ignorance or prudery, entirely failed to 
“put over” the essential fact for the lay public to 
grasp—that secondary cases of enteric are caused by 
excremental contamination of the hands directly or 
indirectly conveyed to the mouth. 

Yet perhaps even progress by panic is better than 
no progress at all. Cellar-dwellings were prohibited 
by Charles I and by an Act passed in 1488 slaughter- 
houses were prohibited inside towns; yet both 
cellar-dwellings and private slaughter-houses in towns 
are still with us to-day. 


PANEL AND CONTRACT PRACTICE 


Prevention or Care 


Tue Sheffield insurance committee is sending to 
the Minister of Health a protest against certain state- 
ments in Mr. T. A. E. Spearing’s presidential address 
to the National Association of Insurance Committees. 
Incidentally the protest would have carried more 
weight if one of the phrases had not been divorced from 
its context. This might not have happened if Sheffield 
had been members of the Association and had heard 
the address. What Mr. Spearing said was : 

Another facet of this problem is the gap between domi- 
ciliary and institutional treatment. So, even the general 
practitioner, who is the first line of defence against the 
attacks of disease, finds his opportunities of diagnosing 
and treating the minor ailments—and thus in many cases 
preventing the more serious disorders—handicapped by 
lack of laboratory facilities and specialist consultations. 
When the patient’s condition has much deteriorated he is 
able to order institutional treatment and the community 
then spends large sums which, in some cases, serve only 
to prolong the life of an already doomed individual. 
Neither those who believe in a hereafter, nor those who 
do not, can justify a heavy expenditure of talents and 
money merely upon lengthening the earthly days of those 
who can never work again, unless they are satisfied that 
all necessary talents and money are already being devoted 
to the conservation of the highest degree of health for 
those who may still have many days before them, 


Sheffield object to the part beginning ‘“‘ When the 
patient’s condition ...’’ They say the statement is 
incorrect and does not represent their feelings and 
policy. They entirely disavow any such policy 
which, even though it is only temporary until certain 
conditions have been achieved, implies the with- 
holding of treatment from any sick person, even if 
the condition is such that only treatment for the 
alleviation of suffering and the prolongation of life is 
possible. But what the president implied surely is 
that the general practitioner ought to have easy access 
for his insured patients to laboratory facilities and 


specialist consultations, and thus have the means of 
preventing in many cases the minor ailments from 
becoming chronic—a view that medical practitioners 
will support. There is no hint of withdrawing assis- 
tance from the chronic invalid, merely an appeal for 
something better for the curable. 


An Expensive Certificate 


Staffordshire insurance committee has recommended 
the withholding of £5 from an insurance practi- 
tioner who issued a certificate of incapacity without 
seeing the patient. Subsequent certificates were 
properly issued but despite his statement that the 
patient’s wife had travelled three miles to his surgery 
to obtain the certificate, and that he had fully 
intended to visit the man, who was suffering from 
lumbago, the committee decided upon the action 
indicated. The penalty recommended in this case 
seems to be out of all proportion to the crime, 
but the Minister of Health has the final say. 


Treatment by Telephone 

The news value of the burned domestic has again 
stimulated the lay press. This was in one of two 
cases that the London medical service subcommittee 
has had to deal with after having no cause to meet 
between September and December. The facts are 
quite simple, and the period covered by the incidents 
is one of minutes only. The girl, aged 16, was attend- 
ing to a domestic boiler at about 7.30 a.m. when her 
clothing took fire. Fellow-servants threw flour over 
her and quickly extinguished the flames, but she was 
badly burnt about the body. The housekeeper at 
once telephoned for the doctor, speaking first to a 
maid and then to the practitioner, who had not then 
risen. To both, she told the subcommittee, she 
stated the name of her employer and the address, 
but the practitioner said he did not remember hearing 
either, while his own maid gave him a name and 
address where on inquiring later he was told that 
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no application had been made for his services. The 
housekeeper said she reported that the insured 
person had been badly burnt on her body and asked 
the practitioner to call. He replied that he could 
not come, and, without making any inquiries about 
the girl’s condition, said, ‘“‘ Bring her round to me 
and I will put a dressing on.’’ The housekeeper then 
replied that the girl was too badly burnt for that to 
be done, and he said that she had better be sent 
straight to hospital. He gave no direction as to 
what should be done for the girl, to which hospital 
she should be taken, or how she was to get there. 
The housekeeper regarded these remarks as terminat- 
ing the conversation and she replaced the receiver. 
The girl was wrapped in blankets and conveyed to 
hospital in a taxi-cab ; she was admitted and at the 
date of the hearing, over two months later, was still an 
in-patient there. The doctor is to be censured and 
recommended for monetary penalty. 

These in brief are the facts, but there are certain 
aspects that call for comment. One of the medical 
members—all of whom recorded their dissent from 
the subcommittee’s recommendation—pointed out how 
unsatisfactory were conversations over the telephone. 
In ordinary conversation, he said, remarks that 
seem to have one particular sense may be modified 
by the facial expression. Again, it could be reopened 
by either speaker, but on the telephone it is possible 
for one to end the talk and prevent the other from 
explaining or questioning further. In this case the 
telephone conversation was summarily terminated 
by the housekeeper, leaving the practitioner as he 
said unaware that the injuries were so serious. 
Another unusual point emerged at the hearing. The 
practitioner, having regard to the time which he 
would have taken to dress and go to the patient’s 
address, claimed the support of Clause 8 (2) of the 
terms of service, which says that in an emergency a 


CORRESPONDENCE 


ASSESSMENT OF PSYCHIATRIC TREATMENT 
To the Editor of Tur LANCET 


Sir,—The discussion of Dr. Curran’s paper seems 
to have wandered from the main issue. Hisintention, 
as we see it, was to narrow the indications for intensive 
psychotherapy. In the neuroses, as elsewhere in 
medicine, pathology has lagged behind therapeutic 
requirements. It is, therefore, impossible to give 
the positive criteria for major psychotherapy. How- 
ever, its field might be narrowed down from two 
ends. Firstly those cases could be excluded who will 
not recover under any circumstances, and secondly 
those who will recover spontaneously or with minor 
psychotherapeutic measures. Dr. Curran has shown 
that this latter group is a very real one. Practically 
nothing that stands scientific criticism is known of 
the course of untreated neuroses, since the first and 
every subsequent interview with the doctor, even the 
decision to seek his advice, must mean a change in the 
psychological situation. And what physician can 
afford to leave patients untreated for experiment’s 
sake ? 

With regard to positive indications for intensive 
psychotherapy, everybody who is familiar with the 
complicated interplay between personality and 
environment in the neurotic conflict will find it 
impossible to enumerate them exhaustively within the 
bounds of a short letter. Yet the experienced 


physician can take the responsibility of restricting 
the treatment of some neurotics to minor measures, 
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practitioner is required to render whatever services 
are in the circumstances in the best interests of the 
patient. But the subcommittee took the view that 
the ‘‘ services ” must be the medical services referred 
to in Clause 8 (1) and they considered the clause means 
that a practitioner with a case actually before him is 
required to render what treatment he can to alleviate 
the condition of the emergency and before steps can 
be taken to make more adequate treatment available. 

The subcommittee reported that as it happened 
the doctor’s advice proved to be sound, but while 
this was fortunate they thought it was fortuitous in 
the sense that it was owing to the competence of the 
girl’s fellow-servants and not to any advice given by 
the practitioner that she was wrapped in blankets 
and taken in a taxi-cab to the hospital where proper 
treatment could be provided. They could not resist 
the feeling that the practitioner’s conduct at the 
time fell far short of the standard required and 
expected of insurance practitioners and that there 
was a signal failure on his part to provide “ all proper 
and necessary medical services.” After some discussion, 
during which the medical members made a strong 
appeal on behalf of the practitioner, the committee 
decided, by 20 votes to 3, to censure him and to 
recommend the withholding of £20. 


Medical Treatment of L.C.C. Staff 

For some time past the principal medical officers 
in the public health departments of the London 
County Council have acted as panel doctors for the 
insured resident staff at L.C.C. hospitals and institu- 
tions. The Minister of Health having intimated that 
this procedure does not comply with the National 
Health Insurance (Medical Benefit) Regulations 1936, it 
has been decided that as from Jan. Ist, 1938, the medical 
superintendents of hospitals and the medical officers 
of institutions shall be nominated as panel doctors. 


although he may be unable to formulate his reasons 
on scientific grounds. 

From the point of view of research it seems desirable 
to attack the problem first where some agreement 
already exists. Some 30 per cent. of neurotics do not 
respond to any treatment practised by the authors 
whom Dr. Curran quotes (see his Table). A really 
thorough investigation and analysis of these cases 
may render it possible to exclude them from the 
start. Another approach to the problem would be 
the clinical analysis of a defined group of neurotics 
treated by various therapists and with different 
methods, such as Dr. A. J. Lewis has done for the 
obsessional neuroses. Such methods, though indis- 
pensable for scientific study of the neuroses, promise 
no quick results. Much research is still needed on 
the group of patients to which Dr. Curran has drawn 
attention. But we think he would be wrongly 
interpreted as deprecating the teaching of students 
on the basis of our present knowledge. The medical 
student must and can be made fully conscious of the 
value and the limits of minor psychotherapy which 
he can carry out himself, as opposed to the major 
methods which he better leaves to the specialist. 

We are, Sir, yours faithfully, 
E. GUTTMANN, ELIOT SLATER. 
W. MAYER-GROSS, 
Maudsley Hospital, Dept. of Clinical Research, Dec. 13th. 
To the Editor of Tre Lancer 

Sir,—Sir Walter Langdon-Brown’s letter in your 

last issue is surprising. Surely as far as any 
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‘dexterous fencing” or “ red herring ”’ is concerned 
the boot is on the other foot. It is clearly not 
necessary that the questions put by Dr. Luff should 
be “exactly”? replied to in order ‘to assess the 
value ” of the facts disclosed in Dr. Curran’s article. 

I am, Sir, yours faithfully, 


Stafford, Dec. 13th. B. H. SHaw. 


GLUCOSE-TOLERANCE TESTS 
To the Editor of Tue LANCET 

Sir,—I am glad that some well-controlled work 
has been published by Dr. Young (Lancet, Dec. 11th, 
p. 1367) comparing our time-honoured glucose- 
tolerance test with the new one recently suggested 
by Exton and Rose in America. When I first read 
about the latter, which suggests two doses of 50 g. 
glucose within half an hour of each other and the 
termination of the test one hour after the first 
drink of glucose, I hardly thought the new test worth 
investigating, for two reasons. First, after one dose 
of 50 ge. glucose the blood-sugar concentration is 
sometimes higher at 1 hour than at 4} hour, quite 
by 10 mg. per cent., in a curve that is otherwise 
normal. Such a finding would be considered abnormal 
by the Exton-Rose criteria. Secondly, the new test 
considers only the rising phase of the curve and 
misses out completely the investigation of the falling 
phase which is far more important in determining 
sugar tolerance. On theoretical grounds the old 
two-hour test is far superior to the new short one, 
in my opinion, and I am grateful to Dr. Young for 
demonstrating this conclusively. If one wishes to 
avoid five blood-sugar estimations and use only three, 
a fasting blood-sugar, one three-quarters of an hour 
after glucose (usually the highest point), and another 
two hours after glucose give the maximum of 
information. I am, Sir, yours faithfully, 

Harley-street, W., Dec. 13th R. D. LAWRENCE. 


IMMUNISATION AGAINST TYPHOID 
To the Editor of Tuk LANCET 

Sir,—While expressing complete agreement with 
Sir John Ledingham’s letter in Tue Lancer of 
Dec. llth, I am sorry that he (like yourself) does not 
confine his remarks to typhoid in humans. The 
consideration of tuberculins, diphtheria toxin, Xc., 
seems to me irrelevant and confusing. So much is 
known about typhoid in humans that any animal 
experiments at variance with clinical experience 
should be ignored. 

At the outbreak of the Great War a very interesting 
discussion on this subject took place in the journals 
and all interested should refer to this. The problem 
of the ‘“ negative phase’ was extensively discussed 
during the war and observers in many countries 
discounted it completely. Thus Besson (1924) agrees 
with Leishman that the importance of a negative 
phase has been exaggerated, and states that if it was 
a danger with the old vaccines used by Wright (24-48 
hour culture in peptone broth killed by heating to 
53° C. for one hour and then having 0-25 per cent. 
lysol added as a preservative) it is not a danger with 
modern vaccines. He then states that the experience 
of the war showed the absolute safety of vaccination 
in the midst of an epidemic. 

Typhoid fever is endemic in the Kalgoorlie gold- 
fields and seasonal epidemics are not uncommon. 
During five years’ residence there I saw a considerable 
number of cases; in most cases the infection was 
probably conveyed by flies. As soon as the diagnosis 
was confirmed I made an invariable practice of 
vaccinating all contacts with full doses of T.A.B. 
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No ill effect followed in any case (I do not know how 
many, at least several hundred). I can see no reason 
for using reduced dosage when the object is to produce 
the maximum immunity in the minimum time. 
Reduced dosage is suitable for invalids or when there 
is plenty of time. By explaining the reaction to be 
expected and the steps to be taken to minimise it 
all except one of the contacts returned for the second 
full dose a week later. That one was a miner of about 
25 whose daughter had typhoid. Just over two weeks 
after his injection he came complaining of “ influenza.” 
This proved to be a mild typhoid fever. He was 
admitted to the Government hospital and doubtless 
would have been a very mild case had I not thought 
he would be a suitable case for small therapeutic 
doses of vaccine which were then advocated by many. 
After the first dose he got a reaction lasting several 
days and then resumed his mild course. A week 
later another small dose definitely converted him into 
a severe case with delirium, &c., and he did not enter 
convalescence until his fifth week. I believe this 
man was incubating typhoid at the time of his 
prophylactic injection. The lessons I learned from 
him were : (1) a single dose of T.A.B. lengthened the 
incubation period but was not sufficient to prevent 
typhoid developing; (2) the attack he developed 
seemed definitely modified by the vaccine ; (3) vaccine 
is a very dangerous remedy for the fully developed 
disease. While I hope no one will use vaccine 
therapeutically the fact that the reaction from the 
dose in the end of the first week was not sufficiently 
alarming to prevent it being used again is further 
evidence of its safety in the incubation period. 

There is another reason why prophylactic vaccina- 
tion should be used for the Croydon contacts. The 
danger of infection is by no means over because a 
definite number of the patients will return to their 
homes as carriers (in spite of negative cultures from 
the feces). Sooner or later they will infect some 
members of their household if they are unprotected. 
It is probable that it will now be impossible to get 
the contacts who have not been vaccinated to submit 
to it voluntarily. I once placed a notice for the 
miners explaining the risk they ran with an epidemic 
in their midst and offering free vaccination, but not 
a single one responded. Perhaps there would be a 
better response in Croydon if it was only done for 
several guineas. Vaccination must be done before 
the fright wears off. 

There is one practice current over most of England 
against which | should like to make emphatic protest. 
It is the habit of allowing nurses and laboratory 
workers to enter on their duties and even attend cases 
of typhoid without having been vaccinated with 
T.A.B. Typhoid may be rare in Great Britain as 
a whole, but it is not so rare in the hospitals to which 
they naturally go. I have also seen a case of typhoid 
nursed by unprotected nurses until well into the third 
week when it was transferred to a fever hospital. 
As far as I know nothing serious happened in that 
case, but I remember well a girl of 19 who died of 
hemorrhage several hours after a journey to hospital 
undertaken in her third week. The third week is not 
a suitable time to move any typhoid. 

I am, Sir, yours faithfully, 
G. R. Osporn, 
Dec. 12th Pathologist, Derbyshire Royal Infirmary. 
To the Editor of Tuk LANCET 


Sir,—The question of the value of prophylactic 
inoculation during an epidemic of typhoid fever is 
one of great importance, and it is our duty to make 
up our minds as to our course of action in an epidemic. 
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CARCINOMA OF THE STOMACH 





I have been told that during the Bournemouth 
epidemic, notwithstanding official advice to the 
contrary, large numbers of the public availed them- 
selves of inoculation. I cannot share your views 
with regard to active immunisation with an anti- 
typhoid vaccine, but I agree completely with those 
expressed by Sir John Ledingham in his letter of 
Dee. 11th. 

I have yet to be convinced of the dangers of the 
“negative phase,” and I would at present advocate 
inoculation of all those who have been exposed to 
infection. My view is strengthened by my experience 
with P.S.I. vaccine (Wynn’s formula) in the treat- 
ment of pneumonia. It seems to me that the dangers 
of the “ negative phase”? must be much greater if a 
vaccine is given during the acute stage of an illness, 
than if it is given during the incubation period as in 
the case of typhoid inoculation during an epidemic. 
I have been impressed by the beneficial effect of 
P.S.I. vaccine in pneumonia, and cannot say that 
I have ever seen any untoward effect which I could 
attribute to a summation effect during the “ negative 
phase.” I am, Sir, yours faithfully, 

Tiverton, Devon, Dec. 12th. G. M. GREIG. 


CARCINOMA OF THE STOMACH 
To the Editor of Tuk LANCET 

Sir,—Dr. Jennings is so grossly inaccurate in his 
statements, as Dr. Thompson Hancock has pointed 
out in your issue of Dec. llth, that I will not occupy 
your space by replying to his latest letter in detail 
but will content myself with quoting from Kon- 
jetzny, as he has done more work and has written 
more extensively on gastric carcinoma than any of 
the other authorities I mentioned in my first letter. 
“Carcinoma of the stomach,” he writes, ‘ never 
develops in healthy gastric mucous membrane, as I 
have over and over again stated as a result of my 
extensive investigations, an opinion which in recent 
times has been confirmed by many authorities, among 
whom I wish to refer especially to A. F. Hurst on 
account of his wide experience in gastric pathology ”’ 
(Mschr. Krebsbekdmpf. 1934, 2, 65). Later in the 
same paper Konjetzny quotes with approval my 
statistics as to the relative frequency of the develop- 
ment of carcinoma from chronic gastritis and gastric 
ulcer. But in spite of this Dr. Jennings says that 
Konjetzny does not agree with any of my views on 
gastric pathology, and especially those connected 
with carcinoma of the stomach ! 

I am, Sir, yours faithfully, 
ARTHUR F. Hurst. 

New Lodge Clinic, Windsor Forest, Dec. 13th. 

PS.—Through a slip in my last letter I referred to 
Korbsch when I meant Katsch. I know nothing 
about Korbsch’s views, as he does not refer to the 
subject in his book on gastroscopy. But Prof. Katsch 
in his opening paper on carcinoma of the stomach 
at the International Gastro-Enterological Congress in 
Paris held in September of this year expressed his 
belief that carcinoma of the stomach was secondary 
to chronic gastritis in 75 per cent. of cases and to 
gastric ulcer in 20 per cent. He has thus apparently 
altered his views since he wrote the article referred to 
by Dr. Jennings in his second letter. 


MINERS’ NYSTAGMUS 
To the Editor of Tue LANCET 
Sir,—Last year I contributed to your columns an 
article on changes in blood pressure on descent into 
mines, with special reference to miners’ nystagmus 
(Lancet, 1936, 2, 247). A theory that might 
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help in elucidating the condition has presented 
itself as the result of the observations made at 
that time. 

It was recorded in my paper that a certain number 
of men showed nystagmus immediately after descent, 
although they did not complain of the condition and 
were considered free from it. Secondly, men recog- 
nised to have nystagmus complained of aggravation 
of their symptoms immediately after descent. On 
the basis of the reverse fistula symptom, or compres- 
sion nystagmus, arising from condensation and rare- 
faction of air in the external auditory meatus I have 
formed the opinion that persons predisposed to miners’ 
nystagmus suffer from undue mobility of the stapes. 
Such a condition would produce nystagmus following 
rapid descent into the mine, which causes increase 
of pressure on the ear drums. The constrained posi- 
tion adopted when going to work, and later at work, 
in poor illumination, produces a myopathy and pro- 
longed postural nystagmus. Later it becomes pos- 
sible to elicit nystagmus merely by making the man 
bend the head and simultaneously raise the eyes— 
the position he must adopt when proceeding to 
work, if he is to avoid injury from low overhead 
beams. is 

I am not aware that undue mobility of the stapes 
has hitherto been considered as a primary precipi- 
tating factor in nystagmus. If my suggestion should 
prove correct men likely to develop nystagmus could 
be discovered by compressing air into the meatus 
before descent into the mine. Those giving a positive 
response to this test could be given employment 
elsewhere. I am, Sir, yours faithfully, 

F. O’SULLIVAYN. 

Harrow Weald, Middlesex, Dec. 10th. 

APLASTIC AND ACHRESTIC ANAEMIAS 
To the Editor of THE LANCET 

Sir,—I must thank Dr. J. F. Wilkinson and Dr. 
M. C. G. Israéls for their comments, in your issue of 
Nov. 6th, on my article on sternal puncture. 

The first point they raise, concerning the bone- 
marrow in achrestic anemia and pernicious anzemia, 
is discussed in detail in a separate paper, and it is 
perhaps appropriate to postpone controversy until 
after this has appeared.* I would like to refer 
briefly, however, to the “ macroblast.”” This term 
was introduced by Naegeli to characterise a cell which 
though of the same size as a megaloblast nevertheless 
showed important histological differences. A descrip- 
tion and illustration will be found in detail in Naegeli’s 
book ‘* Blutkrankheiten and Blutdiagnostik ” (Berlin 
1931). The German school of hematology and some 
other workers recognise anatomical as well as genetic 
differences between the macroblast and megaloblast. 
I personally do not recognise the genetic differences. 

The staining of fresh films obtained by sternal 
puncture throws much light on the mother-cells of 
the erythrocytes. Fine differentiation is now pos- 
sible and more exact. The premegaloblastic-megalo- 
blastic marrow of pernicious anzemia is unique and 
quite distinct, and although the bone-marrow of 
cases appearing to conform with Wilkinson’s own 
criteria of achrestic anemia contains large nucleated 
red cells, their fine histology in films was found to 
be different. With those who share my views, I 
await with great interest Dr. Wilkinson’s own 
experience of sternal puncture in achrestic anemia, 
for such fine differences cannot be easily recognised 
in post-mortem material or in sections. I hope that 
this will stimulate various workers to undertake 


* This second paper appeared in our last issue.—ED. L. 
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careful examination of such cases by means of the 
sternal puncture. The existence of such a group as 
Wilkinson conceives is very important to a study of 
the physiology of the bone-marrow. 

With regard to the value of the oxidase reaction, 
I would like to add that it was never meant that a 
myeloblast must be oxidase-positive. The ferment 
seems to appear in the cell before the granules, and 
hence a myeloblast may be oxidase-positive. I 
quite agree that in myeloblastic leukemia, the 
greater part or sometimes the whole mass of the 
cells may be oxidase-negative, but if a few of these 
cells show a positive reaction, it confirms the identi- 
fication of the rest as myeloblasts. A fresh film 
stained carefully by Graham’s method often reveals 
oxidase-positive granules in a small proportion of 
these myeloblasts. 

Dr. Knyvett Gordon’s remark about admixture of 
the sternal-puncture contents with blood is quite 
true, and this, as well as the importance of careful 
examination of the peripheral blood, has been already 
emphasised. Nevertheless a bone-marrow film con- 
trasts markedly with a blood film in many diseases 
and marrow cells can be easily recognised. 

I am, Sir, yours faithfully, 
A. F. ZANATY. 

Dept. of Clinical Pathology, Faculty of Medicine, 

Cairo, Egypt, Nov. 30th. 


THE MEDICAL PROFESSION IN NATIONAL 
EMERGENCY 


To the Editor of THe LANCET 


Sir,—The committee of the Medical Peace Cam- 
paign wishes to associate itself with the opinions 
expressed by the Socialist Medical Association in its 
letter to Tue LANcet of Dec. 4th. 

Since, in the event of war, medical men and 
women will be called upon to play a leading part in 
safeguarding the population it seems fitting that their 
fullest coéperation should be enlisted in preparing in 
advance the best measures for minimising suffering and 
loss of life. The Government’s scheme for organising 
a medical service fails in this respect. 

Action has been taken undemocratically without 
any previous consultation with the profession and no 
time has been allowed for due discussion, either 
through the medical press, or at meetings called for 
the purpose by the branches of the British Medical 
Association throughout the country. Free discussion 
is surely necessary both in order to find the best 
method to be employed for organising and utilising 
the services of medical practitioners and at the same 
time to safeguard that independence of conscience 
and judgment to which the profession is entitled and 
which it is its duty to claim. 

On behalf of the committee, 

I am, Sir, yours faithfully, 
STELLA CHURCHILL, 


Hon. Sec, 
Cumberland-terrace, N.W., Dec. 10th. 


SYPHILIS, YAWS, AND BEJEL 
To the Editor of Tur LANCET 


Sir,—Apropos your annotation (Nov. 6th, p. 1087) 
in which you discuss a form of treponematosis endemic 
in the Bedouins of the Euphrates valley, described in 
several papers by Dr. Ellis Hudson, may I eall atten- 
tion to an instructive paper by the veteran Prof. 
E. von Diring of Frankfurt University? This 
appeared in Forschungen und Fortschritte of May 10th, 
1935. I have not seen the original and am quoting 
from an annotation in the British Medical Journal of 
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June 22nd, 1935, p. 1275. von Diiring was professor 
of syphilography at the Constantinople Medical 
School from 1889 to 1902, and was inspector-general 
of the north-western provinces of Asia Minor from 
1896. He described a type of syphilis exactly similar 
to that called “ bejel”’ in Syria. The disease was 
only exceptionally transmitted by sexual intercourse. 
Primary lesions were rarely seen and secondary 
manifestations were almost confined to children. 
von Diiring noted, as did Hudson, that the larger the 
population the rarer the disease, and that in some 
villages 100 per cent. of the inhabitants might be 
affected, which is again exactly Hudson’s experience, 
Infantile mortality was extremely high in the infected 
villages. No single case of tabes or general paralysis 
was seen amongst 80,000 cases of syphilis which came 
under the notice of the author. von Diring attri. 
buted the peculiarities of this form of endemic 
syphilis to the fact that the disease was introduced 
into Asia Minor in 1829 by Russian troops. In this 
connexion may be mentioned Finger’s observations 
on the remarkable prevalence of extragenital syphilis 
in certain parts of Czarist Russia. The most striking 
examples were the province of Vladimir with 91 per 
cent. of extragenital infections and that of Kursk 
with 92 extragenital cases to 8 genital. It was 
generally assumed that overcrowding and _parti- 
cularly the habit of herding round, and on, the stove 
during the winter were the causes of this high inci- 
dence of extragenital infections in the poorer classes. 
Finger found in his Vienna clinic that extragenital 
infections were present in 6 per cent. of his patients. 
In 141 males attending the London Hospital I obtained 
definite evidence of extragenital infection in only 
3-3 per cent. The evidence as regards females is 
unreliable because so large a proportion of primary 
infections occur on the cervix uteri. 

Bejel certainly deserves further investigation which 
might profitably be extended from Syria to Asia 
Minor. I am, Sir, yours faithfully, 

Makuyu, Kenya, Dec. 2nd. JAMES H. SEQUEIRA,. 


SEDIMENTATION TESTS 
To the Editor of Tue Lancet 


Sir,—There are, I think, two further points that 
should be stressed in comparing the “standard ”’ 
and ‘differential’ sedimentation tests. 

First, I have observed that the agglomeration of 
cells, which Dr. L’Estrange Orme describes as the 
cause of the increase in the rate of fall in the standard 
test, is not due to simple clumping. The cells are 
arranged in rouleaux. These rouleaux not only vary 
in length, with variations in the sedimentation-rate, 
but have a tendency to gather together loosely in 
figures resembling Chinese characters when the rate 
is moderately increased, and in compact groups when 
the rise in the rate of fall is great. These changes 
appear to be constant, and it is possible accurately 
to forecast whether the sedimentation-rate of a 
given blood will be within normal limits, or not, by 
examining a sample of the citrated blood under the 
microscope. 

Secondly, this characteristic arrangement of the 
cells appears to be due to a factor present in the 
citrated plasma and absent in the serum. Cells 
suspended in serum will of course form rouleaux, 
but they will not adopt the formations described, 
nor does the length of the rouleaux show any 
apparent variation when sera from bloods of widely 
divergent sedimentation-rates are used. The citrated 
plasma on the other hand tends to produce the 
arrangement of cells characteristic of the sedimenta- 
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tion-rate of the blood from which it has been 
separated, even when put up with washed cells 
from another source, provided the blood groups are 
not incompatible. 

It would appear therefore that in the standard test 
one of the more important variants is to be found 
in the citrated plasma and not in the serum. The 
differential test, advocated by Dr. Warren Crowe 
and by Dr. Coke, eliminates this variable factor as 


NOTES ON CURRENT TOPICS 
Air-raid Precautions 


IN the House of Commons on Dec. 7th Sir 8S, 
HoARE, Home Secretary, moving the third reading 
of the Air-Raid Precautions Bill, said that two main 
conclusions had emerged from the discussion on the 
Bill. First, no air-raid precautions on however great 
a scale could ensure the population of this or any 
other highly industrialised European country com- 
plete immunity ; the most that they could do was to 
minimise the catastrophe, lessen the loss of life, and 
ensure the continuance of the services without which 
the country could not exist. Secondly, they could 
not concentrate on passive defence a _ dispropor- 
tionate amount of money and man power. But 
when the Government’s plans were carried out he 
believed that they would have gone far to achieve 
their object of stopping panic and ensuring the con- 
tinuance of the essential services. Their plans were 
not necessarily final, and they did not regard them- 
selves as in any way infallible. They would gather 
experience when they made further and more inten- 
sive investigation into the problems of shelters and 
evacuation. They wished to approach both problems 
as practical men determined to make the best possible 
preparations in the. circumstances and to make use 
of all the experience, whether abroad or scientific 
practical experience in this country, that was 
available to them, They were determined to make 
much greater use of actual experiments as soon as 
the Bill was passed. While they would lose no 
opportunity of trying to restore sanity to the world, 
the Government were determined to make our 
system of defence effective, and as part of that 
system, the third line of defence, air-raid precautions, 

Replying to the debate that followed, Mr. G. 
Luoyp, Under-Secretary, Home Office, said that 
wherever possible people in an air-raid should take 
shelter either in their homes or in their factories 
and business premises. Public shelters must be 
provided in all built-up areas for people who might 
be unavoidably caught in the streets, or who were 
unable to make provision in their own homes, 
A shelter should be gas-proof, and as a minimum 
provide protection against blast and splinters. The 
alternative was a trench, which many experts con- 
sidered the best form of protection. A handbook 
dealing with shelters was being actively prepared, 
and in it definite standards of protection would be 
laid down. They had also a handbook giving detailed 
technical advice about air-raid precautions in fac- 
tories. Experts had visited 500 specially important 
factories to give advice on the spot. Some had 
already complete schemes with first-aid apparatus, 
decontamination squads, and air-raid precautions 
exercises. Arrangements were being made to organise 
first-aid parties and decontamination squads in all 
Government departments and a 50 per cent. reserve 
was also being trained; members would receive 
training from the Red Cross and the St. John 
Ambulance Brigade. As regards anti-gas measures, 
about 50 instructors drawn from the various depart- 
ments had been trained at the Falfield Anti-gas 
School. By the end of the year it was hoped that 
there would be over 130 in the Post Office alone. 
The Office of Works were constructing seven gas 
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well as the cells and it seems probable that, in so 
doing, it acquires a significance entirely different 
from that of the standard test. In the circumstances 
would it not be advisable, as Dr. Orme suggests, to 
coin for it a new name which would preclude the 
possibility of this test becoming confused with the 
standard sedimentation test ? 

I am, Sir, yours faithfully, 


Derby, Dec. 12th. E. J. 8S. Woo.rey. 
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chambers in various Government buildings in London 
so that all the staff who wished to go through a 
gas chamber during this training could do so. Other 
precautions included fire-fighting equipment, emer- 
gency lighting, ventilation, and exits. Air-raid 
precautions were also being considered for the Palace 
of Westminster. 

Viscount SwINTOoN, Secretary of State for Air, in 
moving the second reading of the Bill in the House 
of Lords on Dec. 13th, said a special system of train- 
ing had been instituted for doctors. The Home Office 
in codperation with the British Medical Association 
selected 16 doctors from different parts of the country 
for special training in medical treatment of gas cases. 
They had already passed through this special course 
something like 10,000 doctors and 10,000 nurses. 
He was told that that was unique in any country. 


Blind Persons Bill 


In the committee stage of the Blind Persons Bill 
on Dec. 7th in the House of Commons Mr. E. J. 
WILLIAMS moved an amendment to Clause 2 (Duty of 
local authorities to promote welfare of blind persons), 
to provide that the local authorities’ arrangement 
should be subject to the approval of the Minister of 
Health. He said that if it was left to the local 
authorities to administer the Act in any way they 
thought fit the present disparity would tend to be 
aggravated rather than remedied. Sir K. Woop, 
Minister of Health, replied that the matter was con- 
sidered in connexion with the Local Government 
Act, 1929, and it was decided, subject to certain 
safeguards, that where possible they should give a 
much larger measure of discretion to local authorities 
in the administration of certain schemes in respect of 
which grants weremade. Both in the Midwives Act. 
and in the recent Public Health Act of 1936 in rela- 
tion to the treatment of tuberculosis, it was decided 
to give local authorities discretion in matters of this 
kind with the very effective safeguard that the 
Minister should have power if local authorities were 
not carrying out their duties satisfactorily to reduce 
the State assistance. That was the most effective 
weapon that could be employed. The amendment 
was negatived. 

Mr. JAGGER moved an amendment with the object 
of preventing local authorities from salving their 
conscience in the matter of the welfare of the blind 
by making contributions to voluntary organisations 
with no guarantee that adequate treatment would be 
provided under the Bill. Some private concerns 
might be good, but a local authority should do its 
own work in this respect and not farm it out to 
private organisations. Sir K. Woop said that the 
combination of municipal and voluntary services was 
good in the case of the mtidwives, and he thought it 
would also be good for the welfare of the blind. 
This amendment would deprive the local authorities 
of their existing powers to make arrangements with 
the voluntary agencies for the provision and manage- 
ment of workshops, hospices, homes, &c. This 
amendment was also negatived. 


Road Casualties 


In the House of Lords on Dec. 8th the Bishop of 
WINCHESTER called attention to the continued high 
rate of casualties on the roads and asked the Govern- 
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ment what further steps they proposed to take to 
reduce the number of these accidents, He said that 
during the typhoid epidemic at Croydon 17 persons 
had died so far and there had been 267 cases. The 
press had been full of that epidemic, but day by day 
20 people were killed on the road and 600 injured 
with practically no notice in the press or elsewhere. 
Annually there were 6000 killed and 200,000 injured. 
According to official figures given in the House of 
Commons, during the ten years ending December of 
last year, 66,000 had been killed and nearly 2,000,000 
injured on the roads. These figures were appalling. 
A large number of those killed were quite young. 
On an average every day two children were killed on 
the roads, and in a year something like 50,000 
children were either killed or injured; not quite 
20 per cent. were under 15. It was estimated that 
the annual cost of road accidents to the hospitals 
was over £300,000. Though the casualty roll had not 
increased in proportion to the additional number of 
motor-cars placed on the roads, that was small 
comfort. The figures this year showed that 200 
more had been killed on the roads than in the corre- 
sponding period of last year. <A large number of 
people were very anxious about the position and 
were wondering whether the Government had a 
clear-cut policy to reduce road casualties. 

Lord NEWTON moved that a select committee 
should be appointed to consider what steps should 
be taken to reduce the number of casualties on the 
roads, After debate, the amendment was accepted. 
The Earl of MuNSsTER said that the high rate of 
accidents had for a considerable time been of very 
deep concern to the Government and they quite 
realised that they had not yet achieved their object 
of bringing about a major reduction. To-day there 
were 2,750,000 motor vehicles in this country and 
3,000,000 licensed drivers; there were 178,000 miles 
of road; the number of cyclists probably reached 
about 8,000,000, in addition to many millions of 
pedestrians. These figures showed how very difficult 
it was to provide effective protection against accidents. 
Figures for the last three years in this country had 
shown a remarkable tendency to remain steadier, in 
spite of the increased number of vehicles on the 
road. It was only fair to assume that the measures 
taken by the Government had succeeded at any rate 
in keeping the figure down. The Minister of Transport 
intended to continue vigorously the improvement of 
the road system, In view of the large number of 
accidents to cyclists the Transport? Advisory Council 
had been asked to report upon any further practical 
methods for their better protection. The Minister 
had also indicated his readiness to give every possible 
assistance to safety precautions for children and the 
president of the Board of Education had circularised 
local authorities in England and Wales asking for 
full information on the progress made in setting up 
child welfare committees, and on these points he 
proposed to exert active pressure. The Government 
were fully prepared to appoint a select committee to 
review the whole subject and to suggest, if possible, 
any further measures for the reduction of road 
casualties, The Minister of Transport would be 
willing to render this committee every assistance in 
his power. 

The National Health Insurance (Juvenile Contri- 
butors and Young Persons) Bill was read the third 
time and passed, and the Royal Assent was given. 


Street Playgrounds 


In the House of Commons on Dec, 10th the Street 
Playgrounds Bill was read a second time. Mr. 
PERKINS said that playgrounds were as essential for 
young children as an adequate supply of fresh clean 
food. The object of the measure was to enable local 
authorities to close streets and turn them into 
playgrounds. Captain A. Hupson, Parliamentary 
Secretary to the Ministry of Transport, after further 
debate, expressed general agreement with the Bill. 
He hoped that the local authorities would not use it 
to evade their responsibilities to provide proper play- 
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grounds, but he thought it should prove of great 
benefit to children in congested areas. 


Workmen’s Compensation 


Mr. CARY, moving the second reading of the 
Workmen’s Compensation (Amendment) Bill, said 
it sought to amend subsections of the Act of 1925, 
dealing with those in plying for hire with any vehicle 
or vessel obtained under contract of bailment—i.e., a 
hire-purchase agreement. Many London taxi-cab 
drivers held their cabs under these terms; they did 
not draw ordinary wages and they usually supple- 
mented their earnings by tips. It was held by the 
Holman-Gregory Committee on Workmen’s Com- 
pensation in 1920 that they could not benefit under 
the existing law and provisions were included in the 
Act of 1923 to meet the case. Since then there had 
been a change in the arrangements under which the 
taxi-drivers worked. Over a third of the 11,000 
taxi-drivers in London, though they still obtained 
cabs under contract of bailment, did not obtain them 
from owners but from garage proprietors, &c., who 
themselves were not the owners but only the hire- 
purchasers. By the deletion of the words ‘“ or the 
owner thereof’? the position of the taxi-men was 
clearly defined by the Bill. The second part of the 
Bill made it clear who had to pay compensation. 
The Bill applied also to Thames bargees. Mr. 
G. Lioyp, Under-Secretary, Home Office, said that 
the Bill would remove a technical difficulty. The 
Home Office would do whatever they could to assist 
its passage as soon as possible. 


Rehabilitation Centres 


The British Medical Association and the Trades 
Union Council gave joint evidence on Dec. 10th 
before the departmental committee on rehabilitation 
of persons injured by accidents. In their memorandum 
they recommended that special centres should be 
established for physical and mental redevelopment 
by graduated work, games, and gymnastics. These 
should cover the stage between active treatment, 
such as massage in fracture cases, and return to 
normal work, when the employer cannot offer light 
work. A _ medical superintendent in charge of 
50 patients is the size recommended for a centre 
and the length of stay should be four weeks. The 
most practicable way of meeting the capital cost 
would be by Government grants. Each employer 
should be responsible for the cost of treating his 
injured workers, and compensation should continue 
while the workman is at the centre. The organisa- 
tion should be no more under the control of the 
employer or worker than are the present voluntary 
and orthopedic hospitals. An ideal rehabilitation 
centre set up at once, the memorandum concludes, 
would serve as an example and as a training ground 
for the personnel of projected schools elsewhere. 


The Prevention and Treatment of Blindness 
(Scotland) Bill was read a second time. 


QUESTION TIME 
WEDNESDAY, DEC, 8TH 
Unemployment and Sterilisation in Bermuda 


Mr. Davip Apams asked the Secretary of State for the 
Colonies whether his attention had been drawn to the 
Report of the Select Committee on Unemployment in 
Bermuda, which had recommended as a remedy for the 
excessive population the compulsory sterilisation of 
certain categories of persons, including the fathers of 
one illegitimate child and the mothers of two illegitimate 
children; whether any of the proposals had been 
incorporated in the Bill presented by the Governor of 
Bermuda to the legislative council; and whether His 
Majesty’s Government regarded them as a satisfactory 
solution of the problem of unemployment in Bermuda - 
Mr. OrmsBy-Gore replied: As regards the first part of the 
question, the answer is in the affirmative. As regards the 
remainder of the question, I am informed by the Governor 
of Bermuda that none of the proposals relating to sterilisa- 
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tion made by the Select Committee have been incorporated 
in any Bill, and that no such Bill is contemplated. 


Nursing Staff in Mental Hospitals 

Mr. SORENSEN asked the Minister of Health whether 
he was aware of the serious shortage of female nurses in 
public mental hospitals; what was the total numerical 
extent of this shortage; and what action was he taking 
in the matter.—Mr. BrErnays, Parliamentary Secretary 
to the Ministry of Health, replied: Yes, Sir; on a total 
establishment of 12,283 female nurses the shortage is 
758 or 6-2 per cent. The mattér will come within the 
purview of the Committee of Inquiry into the Nursing 
Service which was announced on Nov, 4th. 

Mr. SoRENSEN: Will consideration be given to the 
question of employing married women nurses ?—Mr. 
Bernays: As far as I am aware that question will come 
under review. 


Certification of Diphtheria Death 

Mr. Leacu asked the Minister of Health whether he was 
aware that Mrs. Hilda Mitchell, of 7, Vernon-gardens, 
Harrowgate Hill, Darlington, was recently prosecuted 
for failing to call in a doctor during the fatal illness of her 
five-year-old boy ; why, as the child had previously been 
treated by a herbalist, the local registrar refused to accept 
the herbalist’s statement as to the cause of death; and 
whether, in view of the fact that the great majority of the 
3000 children who died in this country every year from 
diphtheria had been treated with antitoxin by a registered 
medical practitioner, he would take steps to stop prosecu- 
tions of this kind and to amend the law relating to the 
certification of death.—Mr. BrrNays replied : I am aware 
of the facts stated in the question. The registrar of 
births and deaths reported the death to the coroner in 
accordance with the regulations which require him to 
report any death the cause of which is not certified by a 
registered medical practitioner in attendance during the 
last illness. In these circumstances the registrar was 
required by law to enter in the register the cause of death 
as certified by the coroner. My right hon. friend does 
not propose to take any steps to amend the law relating 
to the certification of death. Any question as to the 
institution of legal proceedings should be addressed to 
my right hon. friend the Secretary of State for the Home 
Department. 

THURSDAY, DEC. 9TH 


Workmen’s Compensation and Special Treatment 


Mr. OLIVER asked the Home Secretary whether he would 
refer to the committee now considering workmen’s 
compensation the need for including in any amending 
legislation a provision to meet the costs by the insurers 
of any special treatment, spectacles, or surgical appliances 
required by the injured workman as a result of his accident 
and for which no financial provision was made at the present 
time, thereby causing great hardship to the sufferer.— 
Sir Samuet Hoare replied: I am advised that arrange- 
ments for providing special treatment and appliances 
fall within the purview of the Rehabilitation Committee 
under their present terms of reference, and I will draw the 
attention of the committee to the hon. Member’s question. 


Small-pox at Oldham 

Mr. VianT asked the Minister of Health how many days 
elapsed between the discovery of the first small-pox 
case at Oldham in 1936 and the vaccination of the contacts ; 
how many contacts were vaccinated or revaccinated ; 
how many cases of small-pox subsequently developed ; 
and what was their vaccinal condition.—Sir KIneGsLey 
Woop replied: The first vaccinations of contacts were 
carried out the day after the diagnosis of the first patient 
was established and twelve days after her illness began. 
The number of contacts vaccinated or revaccinated was 
282. The number of subsequent cases was 10, including 
one doubtful case. Of these, 4 varying in age from 54 
to 72 were vaccinated in infancy, one, aged 41, was 
vaccinated in 1916, and 5, including the doubtful case, 
were unvaccinated. 


Sea Pollution and Typhoid Infection 
Captain PLucGeE asked the Minister of Health whether 
inquiry had been made as to the danger of cases of typhoid 
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fever being caused by people bathing in the sea into which 
crude sewage was discharged; whether his department 
had any views on this matter; and how many towns in 
the country discharged crude sewage into the sea.— 
Sir Kinestey Woop replied: Investigations by the 
Royal Commission on Sewage Disposal show that any 
sewage discharged is rapidly rendered innocuous in the 
sea, Sewage is so discharged by many towns but before 
approving schemes my department require tidal observa- 
tions to be made to ensure that the outfall is placed where 
the sewage will be carried out to sea and not returned to 
the beaches. 
MONDAY, DEC. 13TH 

Packing Straw and Foot-and-mouth Disease 

Mr. SHortr asked the Minister of Agriculture whether 
he was aware that importers of goods from the Continent 
used packing straw over and over again; if any research 
had been made as to whether this straw might be a source 
of foot-and-mouth disease ; and whether he proposed to 
introduce stricter methods of control and supervision.— 
Mr. Morrison replied: The reply to the first and second 
parts of the question is in the affirmative. The Foot-and- 
Mouth Disease (Packing Materials) Order, of 1926, makes 
provision to the effect that when hay and straw has been 
used for packing purposes, it must not be brought into 
contact with any animal in Great Britain, or removed 
from the premises except for use as packing, or for destruc- 
tion, or for return in a crate or box to the sender for further 
use as packing. When such purposes have been served 
the material is required by the Order to be destroyed. The 
Order is enforced by local authorities, and, according to 
the reports of the Ministry’s Divisional Inspectors, is 
generally well observed. The experiments of the Foot- 
and-Mouth Diseases Research Committee show that on hay 
and straw the dried virus of foot-and-mouth disease might 
remain active for some weeks, but in the absence of 
evidence against this material, there does not appear to 
be any case for further action. 


Prescriptions for Insulin 

Sir KtyesteEY Woop, Minister of Health, replying to 
Mr. G. GRIFFITHS, said that the prescriptions for insulin 
now numbered well over 250,000 a year, and showed an 
increase of nearly 28 per cent, over the period of four 
years. 

TUESDAY, DEC, 14TH 
Imported Skins and Foot-and-mouth Disease 


Colonel HENEAGE asked the President of the Board of 
Trade to what extent hides, skins, fur, or wool were 
coming to England from a country which was now having 
outbreaks of foot-and-mouth disease ; and whether these 
articles were treated before or after dispatch to prevent 
them being carriers of infection.—Mr. OLIverR STANLEY 
replied: I understand that foot-and-mouth disease at 
present exists in few of the British countries but in a 
number of the foreign countries from which hides, skins, 
furs, and wool are imported into the United Kingdom, 
Hides and skins coming from the Continent of Europe are 
admitted into this country only after it has been shown 
that they satisfy the requirements laid down by the 
Ministry of Agriculture, and the importation of certain 
descriptions of hair or wool is subject to regulations 
imposed by the Home Office under the Anthrax Preven- 
tion Act, 1919. Apart from these safeguards, I have no 
information as to whether imported goods of the kinds 
mentioned in the question are treated before or after 
dispatch with a view to preventing them from spreading 
infection, 

* 


MARRIED WoMEN aT L.C.C. Hosprrats.—In view 
of the existing shortage of nurses, which is regarded 
by the London County Council as likely to continue, 
authority was given last week for the temporary 
employment in emergency of married women as nurses 
at the various establishments. A similar authority was 
also given as regards school nursing staff during epidemics 
of measles, on the understanding that sanction should 
only be given when women ordinarily eligible are not 
available. 
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OBITUARY 


DANIEL FREDERICK RAMBAUT, M.D. Dubl. 

Dr. Rambaut died at St. Andrew’s Hospital, 
Northampton, on Nov. 30th at the age of 72 years. 
St. Andrew’s is the largest of the 13 registered mental 
hospitals of England and Dr. Rambaut had been 
medical superintendent for almost 25 years. Son of 
the Rev. E. F. Rambaut, vicar of Christchurch, 
Blackrock, Dublin, he was educated at the Royal 
School, Armagh, and Trinity College, Dublin, where 
he took his degrees of master of arts and doctor of 
medicine. Afterwards he studied at Vienna Univer- 
sity. He was for some years assistant medical 
officer and patho- 
logist at the Rich- 
mond Asylum (now 
the Grangegorman 
Mental Hospital), 
Dublin, where he 
installed hand-loom 
weaving and other 
crafts. In 1902 he 
was appointed 
superintendent of 
the county mental 
hospital at Shrews- 
bury, and in 1913 
he was appointed 
to St. Andrew’s 
and began to re- 
model after his own 
heart the treatment 
of the mentally 
sick. To this end 
he set himself to 
raise the standard 
of mental nursing 
and to secure by every means the coédperation of 
the patient. tealising that the first impression 
of an institution may make all the difference between 
confidence and despair or negativism, he designed a 
new reception hospital, now called Wantage House, 
which was opened by Lord Cave in 1927 and has 
since been freely copied elsewhere. Since 1894 he 
had been a member of the Royal Medico-Psychological 
Association ; in 1924 he was appointed registrar, and 
in 1934 he was elected president. 

In his youth Dr. Rambaut was an outstanding 
athlete; his skill as a Rugby three-quarter was 
largely instrumental in achieving the first Irish 
victory over England, he having converted two tries. 
At a time when Ireland provided some famous 
hurdlers he was twice champion. There are few 
games at which he did not excel at some time or 
another. Golf was an exception ; he never played it 
and when asked why he would reply that he was 
not yet old enough. In later years he took no active 
part in games himself but he used his knowledge to 
encourage his patients to take part in outdoor sports, 
since he recognised that confidence can be 
restored in this way. Many of his patients have 
stated they believed the beginning of their recovery 
could be attributed to his kindly persuasion in getting 
them to play golf or join in a game of cricket. He 
looked on games as a good form of occupational 
therapy for the class of patient he had to deal 
with. 

Perhaps he will best be remembered for his con- 
summate understanding of the difficulties of others 
and for his unfailing kindness. He was a man of 
massive proportions, a man whose personality and 
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kindly countenance inspired hope, and one to whom 
the weak and unstable felt they could entrust them- 
selves with confidence. He was beloved by his 
patients and his staff. 

Dr. Rambaut leaves a widow and three children. 


JOSEPH FRANCIS DIXON, M.D. Dubl. 


Dr. Dixon, who died on Nov. 26th at Narborough, 
had retired eighteen months ago from the superin- 
tendency of the City Mental Hospital at Humber- 
stone, Leicester. Born in Dublin in 1871, he was 
educated at Mer- 
ton College and 
spent some years 
ranching in New 
Zealand before re- 
turning to Trinity 
College, where he 
qualified in medi- 
cine in 1899. He 
held brief resident 
appointments in 
Dublin until at 
the outbreak of the 
South African War 
he volunteered as 
civil surgeon, re- 
turning to New 
Zealand on a troop- 
ship in charge of 
sick and wounded. 
Having obtained a 
commission in the ; ny 
New Zealand ne 
Mounted Rifles, he 
went again to South Africa, intending on demobilisa- 
tion to take up general practice in New Zealand. 
But having given this up for family reasons he came 
to England and took a house surgeoney at Bethlem 
where he decided to adopt psychiatry as a career. 

After his appointment as medical superin- 
tendent at Humberstone in 1911 he initiated the 
policy of converting the institution from an asylum 
to a mental hospital, at the same time training 
and improving the position of the nursing staff. 
This work was interrupted in 1914 when he was 
mobilised with the Territorial Army and remained 
on service until May, 1917, when he returned to 
Humberstone at the request of the Board of Control 
to develop his policy of permitting increased freedom, 
parole, and leave of absence. Later on he was able 
to provide out-patient clinics for the treatment of 
psychoneurotic and early psychotic cases and to take 
patients into the hospital as voluntary boarders. 
Shortly before his retirement an old Georgian house 
was converted to a unit for the treatment of con- 
valescent voluntary patients of both sexes under one 
roof, and this was called the Francis Dixon Lodge 
as a tribute to his work. An outcome of the 
liberal atmosphere prevailing at Humberstone was 
the Patients’ Magazine, written, printed, and pub- 
lished entirely by the patients; the first number 
issued in 1923 was a reaction to the allegations 
current at that time against the conduct of mental 
hospitals. The magazine has since continued to 
appear as a quarterly commentary on hospital events. 
The present-day atmosphere of Humberstone and 
the good name it enjoys among the people of Leicester 
stand as a memorial to ‘the Colonel’? as he was 
































THE LANCET | BRITISH INSTITUTE 


affectionately known to his patients. During the last 
few years his health had been failing and he was 
obliged to retire after an operation in May, 1936. 

Dr. Dixon played Rugby football and polo in his 
youth, cricket until the war years, and up to his last 
illness was a keen and excellent shot. He was a 
genial and generous host, a raconteur with a ready 
Irish wit, a man with many friends. Had it not been 
for indifferent health he would have been president 
of the Leicester Medical Society two years ago. 
He married in 1928 Miss Helen 8. Seymour, who 
survives him. 


THE LATE DR. HILL GRIFFITH 


IN supplement to the obituary notice of Dr. A. 
Hill Griffith appearing in our issue of Dec. 4th one 
of his colleagues writes :— 

‘“* Griffith was an admirable clinician—his diagnosis 
was quick and accurate, and if he was in doubt he 
never hesitated to say so, which is one of the marks 
of the master. He had a diagnostic flair and could 
spot at once that subtle difference between a possibly 
simple and a possibly difficult case. It was an 
education to see him ceaching refraction work, and 
by either the usual skiascopic method or by direct 
ophthalmoscopy he would make an accurate estima- 
tion in a few seconds on which glasses could be 
ordered with confidence. He was a pioneer in 
accurate refraction and stood out against slovenly 
testing, which was more prevalent then than now. 
He was a great advocate of the regular charting of 
visual fields and was the most rapid detector of a 
visual field defect by the hand test that I have ever 
met. It was uncanny to see him wave his hand about 
to find a defect quickly. His opinion was often 
sought and valued ; he would always give reasons for 
it which were sound, for he was above all a practical 
surgeon; in a difficult case affecting the posterior 
segment of the eye his experience and judgment were 
far above the average and he was rarely wrong. 
He wrote a good deal on various subjects and con- 
tributed some chapters to Norris and Oliver's System 
of Diseases of the Eye. A sincere advocate of personal 
post-graduate teaching, he ran a class of his own for 
many years. When he gave it up it continued for a 
time but failed in the end for want of the ‘ personal 
factor. Griffith won the Middlemore prize in 1897 
and was the first president of the North of England 
Ophthalmological Society. 

* As a man, Griffith was popular with his colleagues, 
with his fellow practitioners, and with the public. 
He had a pleasant and somewhat jovial manner and 
got on well with children. He was essentially kind 
but had a quick temper ; however if he did explode, 
as sometimes happened, it was soon over and no one 
was the worse. He was at his best in his own house 
as a host, for he loved to entertain. He was captain 
of the Manchester and District Medical Golfers 
Association before the war—a most friendly and 
likeable man and a first-class ophthalmologist, he 
was greatly missed when he left Manchester in 1919.” 


THE SERVICES 


Honorary Surgeons to the King 

His Majesty has approved the appointment of 
Colonel S. G. S. Haughton, C.I.E., O.B.E., M.D., 
V.H.S., and Colonel N. M. Wilson, O.B.E., I.M.S., 
as Honorary Surgeons to the King in succession to 
Major-General E, A. Walker, C.B., M.B., F.R.C.S. 
Edin., and Major-General Sir Frank Connor, D.S.O., 
F.R.C.S., I.M.S., who have retired. 


OF RADIOLOGY 
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BRITISH INSTITUTE OF RADIOLOGY 


EXHIBITION OF APPARATUS 


THE exhibition held every year in connexion with 
the congress of the British Institute of Radiology is 
now an event of real importance for the radiologist 
who wishes to keep the technical side of his work 
up to date. It includes examples of the latest types 
of X ray tubes designed both for therapy and diag- 
nosis; tables, couches, and sereens; portable 
units ; short wave therapy units, and demonstra- 
tions of improved methods of photography. This 
year there are no startling innovations. Technical 
development has evidently reached a point where 
reliability and accuracy are assured and improve- 
ments are being made on lines already marked out. 
One noteworthy stage in the evolution of apparatus 
is the complete absence of the metal rectifiers that 
used to be a feature of the exhibition, and the changes 
of design in the valves that have replaced them. 
Other novelties are the tomograph designed by Dr. 
E. W. Twining shown by Messrs. Newton and Wright, 
and the very similar apparatus shown by Messrs. 
Dean and Co.; also the cineradiographic apparatus 
designed by Dr. Russell Reynolds. 

On the diagnostic side the improvement in the 
construction and design of portable apparatus is 
remarkable. Nearly every firm offers a satisfactory 
unit, but that of the Victor X Ray Corporation is 
particularly good, being so light and compact that 
it can be carried in a good-sized attaché case, and can 
thus be transported to any bedside. 

On the therapy side Messrs. Philips Metalix are 
showing the 1000 kv X ray tube which was exhibited 
at the International Congress in Chicago. This is a 
sealed, oil-immersed tube of the type that this and 
several other well-known firms are now constructing 
for high-voltage therapy. Special points in the 
design are the comparatively small size of the gene- 
rator unit and the arrangement which allows five 
patients to be treated at once if so desired. It i 
satisfactory to know that for the first time a British 
firm (the ‘‘Solus’’ Electrical Co.) are showing a 
dosimeter which promises to be both accurate and 
convenient, It is of the integrating type with a 
very small chamber, and special provision for ampli- 
fying and recording the ionisation current. 

Among the accessories is a most useful projector 
designed by Messrs. Newton and Co. This is con- 
structed on principles like those of the epidiascope 
to allow the actual radiogram to be thrown on the 
screen without the necessity of making lantern slides, 
a method which is certain to become popular. 

The scientific exhibit is concerned mainly with the 
investigation of industrial disease, a subject of 
present importance. Among many interesting demon- 
strations one novelty is outstanding. Mr. L. G. 
Grimmett, physicist to the Radium Beam Therapy 
Research, has produced a celluloid phantom con- 
structed to represent the human body and so arranged 
that there are sufficient air spaces to make it of the 
right density. With this apparatus a very accurate 
reading, representing the actual dose of radiation 
received in the tissues, can be made either for X rays 
or gamma radiation. 
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Ciry oF Lonpon.—Dr. C. F. White is to be recom- 
mended as medical officer of health for the City in succession 
to the late Dr. W. M. Willoughby. Dr. White is at present 
port medical officer, but since Dr. Willoughby’s death has 
been acting as City medical officer. 
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PUBLIC HEALTH _ 


Prevalence of Dysentery 

In the week ended Dec. 4th 454 cases of dysentery 
were notified in England and Wales and 124 in 
London. This is a remarkable increase over the usual 
weekly return of 20 to 30 in the one case and 5 to 10 
in the other. The careful student of the Registrar- 
General’s weekly return will have noticed a modest 
increase in the figures for the past three years, but 
his survey has been rendered difficult by two circum- 
stances: one that dysentery has no column of its 
own in the return and the figures can be discovered 
only by reference to a key letter in the general 
column of other diseases ; the other that dysentery 
is endemic in the public mental hospitals of this 
country which are many of them situated in rural 
districts, so that without special topographical 
knowledge he may readily misinterpret the signifi- 
cance of the regularly recurring figures in certain 
areas. It has also been reasonably suggested that the 
increase in the number of reported cases may be 
dependent on the increased interest taken in the 
disease and a correspondingly enhanced standard of 
diagnosis. To be set against this is the fact that 
the diagnosis of dysentery does not depend on the 
isolation of a specific organism or the recognition of 
a specific symptom-complex. For asylum purposes 
dysentery is taken simply as a clinical entity charac- 
terised by abdominal pain, rise of temperature, and 
the passage of blood and mucus. To notify a febrile 
and painful bloody flux need not tax the ability of 
the diagnostician—provided he realises that it must 
be notified. 


Dysentery in England and Wales during the 
Last Decade 








Deaths Notifications. 
Year c= $ “ ‘ a eee 
3 35 | 2 25 25 [Toes 
ES|S5E= ee 
1927 95 405 35 25 | ‘46 7 307 | «158 
1928 155 651 32 45 728 403 325 
1929 9s 536 37 11 584 372 212 
1930 97 501 37 27 965 254 311 
1931 116 785 24 27 836 423 413 
1932 133 895 12 17 924 563 361 
1933 92 752 13 18 783 457 326 
1934 103 717 24 22 763 450 313 
1935 116 1125 20 32 1177 487 690 
1936 87 1303 14 16 1333 396 937 
1937 ee es ee ee 2656* . 














* 48 weeks only. 


The present year showed no pronounced excess of 
dysentery until the 35th week when 152 cases were 
reported from Luton. In the 42nd week Bilston 
(Staffs) reported 18; in the 44th week Farnham 
(Surrey) 43; and in the 47th week Pewsey (Wilts) 25. 
W hat is noticeable in the latest (48th) week is the general 
prevalence over the home counties, the total figure 
for London being 124, Middlesex 53, Essex 46, 
Sussex West 28, Surrey 26, Kent 20; while within 
these areas there are spots such as Southend-on-Sea, 


Ilford, Walthamstow, Beckenham, Enfield, and 
Sutton with more considerable incidence. 

We have taken the opportunity of putting together 
from various sources a Table of the notifications of 
dysentery in the various sections of the population 
during the last decade along with the number of 
reported deaths. The figures for the public mental 
hospitals are taken from the 23rd annual report 
of the Board of Control, and it will be noted that 
up to the end of 1936 at all events they showed no 
sign of increase. After deducting these institutienal 
cases from the total number of reported cases it 
emerges more clearly how precise has been the 
increase during the last three years in the extra- 
hospital population, the figures for 1935 and 1936 
being double and treble that for 1934; and it is not 
unlikely that the figure for 1937 will be tenfold. 
In passing it may be remarked that, judging from the 
returns of the Health Section of the League of 
Nations, the same tendency to increase is shown 
in many European countries. In Germany, for 
instance, last summer’s figures were about double 
the median values ; in Denmark seven- or eight-fold ; 
and in Italy double; while in Norway and Sweden 
the increase was on an astronomic scale. 


A New Maternity Block at Hackney Hospital 


On Tuesday last the London County Council 
sanctioned the expenditure of £71,000 on a new 
ward block for maternity cases at Hackney Hospital, 
to occupy the site of the old mental block. The 
present accommodation at the hospital consists of 
38 maternity and 13 antenatal beds. The need for 
accommodation has now been considered in relation 
to the north-eastern area which is served by four 
hospitals to which 3628 maternity cases are admitted 
in the year. This number is regarded as requiring 
182 maternity beds. The new block in course of 
erection at Mile End will accommodate 70 patients, 
the maternity units at St. Andrew’s and Bethnal 
Green contain 36 and 18 beds respectively. The 
number of maternity beds remaining to be provided 
at Hackney is therefore 58, and the proposed new 
block will contain 74 maternity and 12 antenatal 
beds, a margin of 16 beds over probable needs. 
Provision for the future will be made in the form of 
a third story to be constructed at present in shell 
form only. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
DEC, 4TH, 1937 

_Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0 ; 
scarlet fever, 2689; diphtheria, 1765; enteric 
fever, 72 (35 ‘‘ expected ’’); pneumonia (primary or 
influenzal), 1096; puerperal pyrexia, 189; cerebro- 
spinal fever, 17; acute poliomyelitis, 21; acute 
polio-encephalitis, 3; encephalitis lethargica, 2; 
dysentery, 454; ophthalmia neonatorum, 74. No 
case of cholera, plague, or typhus fever was notified 
during the week, 

The number of cases in the Infectious Hospitals of the London 
County Council on Dee. 1th was 4252, which included: 
Searlet fever, 912; diphtheria, 1590 (diphtheria carriers, 20), 
measles, 298; whooping-cough, 344; puerperal fever, 18 
mothers (plus 15 babies); encephalitis lethargica, 284; polio- 
myelitis, 8. At St. Margaret’s Hospital there were 8 babies 
(plus 22 mothers) with ophthalmia neonatorum. 

Deaths.—In 125 great towns, including London, 
there was no death from small-pox, 4 (0) from enteric 
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MEDICAL NEWS 


University of Oxford 


At a congregation held on Dec. llth degrees were 
conferred on the following :— 

_D.M.—E. H. Koerner, H. J. B. Atkins, J. K. Marshall, 
N. E. R. Archer. 

_B.M.—F. J. Ingham, J. E Lovelock, L B. Bok, 
S. E. Furber, D. G. W. Clyne, H. G. Owen-Smith, D. Whit- 
teridge, J. A. Partridge, H. J. Dickenson, R é. Browne, 


L 
Cc. I. Murphie, H. Muller, N. E. Stidolph, and Pp. 


de B. Turtle. 


At recent B.M. examinations the following candidates 
were successful :-— 


D. A. Ireland, 


Pathology.—T = Branch, J.T. Burrowes, N. F. E. Burrows, 
Cc. D. Cormac, H. L. Die kinson, E. 8. Elliott, 8S. E. Furber, 
M. W. Hemens, 3. = S. Hughes, F. J. Ingham, S. H. Llewellyn 


Smith, J. B Longmore, J 
E. M. R. McKee 
son, G. D. 
Whitty. 
Medicine 


N. Macdonald, G. K. McGowan, 
.ee, M. M. Pickles, R. A. Shawyer, W. A. H. Steven- 
Walker, G. J. Walley, R. T. Warren, and C. W. M 


L. B. Bok, R. C. 
: Dickinson, F. G. Ethiraj, 
Ss. R Gloyne, F. J Ingham, D. A. Ireland, J. E. 
H. Muller, i. Murphie, H. a. Owen-Smith, J. A. 
I. B. Pirie, J. C. Prestwich, C. W. R. 
N. E. Stidolph, C. M. F. 


Browne, 
T. Gadian, 
Lovelock, 
Partridge, 
Rayne-Davis, R. Roaf, 
Walters, and D. Whitteridge. 


Surgery, and Midwifery 
D. G. W. Clyne, H. J. L. 


University of Cambridge 


On Dec. 11th the following degrees were conferred :— 
M.B., B.Chir G. Rob, M. I. A. Hunter, James Richard- 
son, 


and Hyman Sirota. 
B.—*N. 8. Williams, J. W. 


M. Cope, G. I. F. 
Basil Rothery. 


Tweedie, and 


* By proxy. 

The following examiners were elected for next year :— 
THIRD EXAMINATION AND FINAL EXAMINATION FOR THE DEGREE 
OF M.B., DECEMBER, 1938 
Part I, Surgery.—Mr. G. L. Keynes, Mr. R. Davies-Colley, 
Mr. W.H. Ogilvie, Mr. Julian Taylor, and Mr. R. M. Handfield- 
Jones. The following may also be called upon: Mr. W. H. 


Bowen, Sir Alfred Webb-Johnson, Mr. Eric Crook, Prof. E. D. 
Telford, Mr. W. H.C. Romanis, Mr. W. D. Dohe arty, Mr Reginald 


Vick, Mr. Lancelot Bromley, Mr. Ivor Back, and Mr. G. » f 
Mullally. 

Part I, Midwifery —Mr. J. R. C. Canney, Mr. Wilfred Shaw, 
Mr. L. Carnac Rivett, and Mr. Ay Gilliatt 


The following 
may also be called upon: Mr. V. B. Green-Armytage, Mr. J. M. 
Wyatt, Mr. Aleck Bourne, Mr Frank ( took, Mr. D. W. Roy, 
Mr. Aubrey Goodwin, Mr. A. J. McNair, Prof. F. J. Browne, 
Dr. J. D. Barris, and Mr. Leslie Williams 


THIRD EXAMINATION FOR THE DEGREE OF M.B., 1938 


Part II, Medicine.—Dr. G. S. Haynes, Dr. A. G. Evans, 
Prof. A. E. Naish, Dr. Arnold Stott, and Dr. Oe Bramwell. 
; < een we may also be called upon: Dr. C. E. Lakin, Prof. 

. MeN Dr. H. Gardiner-Hill, Dr. C. M. Wilson, Dr. F. H. 
A, Dr. i M. H. Campbell, Dr. A. C. D. Firth, Dr. T. L. 


Hardy, Dr. George Graham, and Dr. A. E. Clark-Kennedy. 
Part II, Pharmacology, Therapeutics, and Tozxicology.—Dr. 

L. B. Cole and Dr. E. B. Verney, F.R.S. The following may 

also be called upon: Prof. J. H. Burn, Dr. Geoffrey Bourne, 


Dr. Philip Hamill, and Dr. E. C. Warner. 

Part II, Pathology, Hygiene, and Preventive Medicine.—Dr. 
A. N. Drury, Prof. Matthew Stewart. The following may also 
becalled upon: Dr. Raymond Williamson, Prof. James McIntosh 
Dr. G. P. McCullagh, and Prof. G. P. Wright. 


British Association of Radiologists 
Of the nine candidates who sat the examination for 
the fellowship of the association at the beginning of this 
month, the following have been successful :— 
*Frank Ellis, t*Robert McWhirter, tE. 
C. Tod, and tJ. Z. Walker. 
* Honours in radiotherapeutics. 
+ Honours in radiodiagnosis. 


L. Rubin, *Margaret 


(Continued from previous page) 


fever, 18 (2) from measles, 8 (2) from scarlet fever, 
8 (2) from whooping-cough, 44 (6) from diphtheria, 
38 (8) from diarrhoea and enteritis under two years, 
and 45 (7) from influenza. The figures in parentheses 
are those for London itself. 

The four deaths from enteric fever were reported from Croy- 
don. Liverpool had 11 fatal cases of measles, Manchester 3. 
Diphtheria was fatal in 30 great towns, Stoke-on-Trent report- 
ing;4, no other great town more than 2. 

The number of stillbirths notified during the week 
was 298 (corresponding to a rate of 49 per 1000 
total births), including 53 in London. 


University of London 
At recent examinations the 
successful : 


following candidates were 


THIRD EXAMINATIONS FOR M.B., B.8. 


Moss Albert, Univ. Coll. Hosp.; A. B. Birt, St. Thomas’s 
Hosp.: N. E. James, London Hosp.; Olwen B. Jones, Roy. 
Free Hosp.; David Landsborough, London Hosp.; C. C. 3. 


vibe and Herbert Spencer, St. Mary’s Hosp. (with honours) ; 


J.C. Adams, St. Mary’s Hosp. ; Mary J. Allardice, King’s Coll. 
Hosp. : D. R. Ashton, St. Bart.’s Hosp.; J. C. Baillie, King’s 
Coll. Hosp.; E. J. Ww. “omy ty St. Bart.’s Hosp. ; Beryl E. 
Barsby, Roy. Free Hosp. ; x Blay, Guy’s Hosp.; Ross 
Bloom, Univ. Coll., Cardiff ; rT . Bradford, King’s ¢ ‘onl Hosp. ; 
J. D. Bradley-Watson and G E Brentnall, St. Bart.’s Hosp. ; 
Mary E. Bunting, Roy. Free Hosp. ; Bernard Cates, St. Bart.’s 
Hosp.; L. R. Chaperon, Univ. Coll. Hosp.; Dorothy R. Clarke, 
Roy. Free Hosp. ; D.W. J. Cohen, King’s Coll. Hosp. ; Margaret 
T. Collins, Roy. Free Hosp.; Gwendolen K. G. Coote, Univ. 
Coll. Hosp.; M. L. Corera, Ceylon Medical Coll. — King’s 
Coll. Hosp.; G. H. Darke, St. Bart.’s Hosp.; P. M. Davies 


Guy’s Hosp.; R. D. L. Davies, Middlesex Hosp. ; P. 
Guy’s Hosp.; Margaret R. Dix, Roy. Free Hosp. ; 
St. Thomas’s Hosp.; Isabelle E. L. Doxat, Roy. 
J. E. Ennis, St. Bart.’s Hosp.; T. J. Evans and John Farr, 
Univ. Coll., Cardiff; Joan M. Faulkner, Roy. Free Hosp. ; 
Eric Garland Collins, London Hosp.; Rachel Goldenberg, Roy 
Free Hosp.; J. H. Goonewardene, Ceylon Medical Coll. and 
King’s Coll. Hosp.; Douglas Graham- Brown, Guy’s Hosp : 
T. E a te Univ. Coll. Hosp.; E. H. Hambly, St. Bart.’ 

Hosp. ; K. Harris, St. George’s Hosp. ; George Herbert, 
St. Batt.’s aR al G. B. Hollings, St. Thomas’s Hosp.; E. B.C. 
Hughes and G. S. Irvine, Univ. Coll. Hosp.; 8. F. Jayawardene, 
Ceylon Medical Coll. and King’s Coll. Hosp. ; Ursula J. Jeffery, 
King’s Coll. Hosp.; J. G. Jesson, St. Thomas’s Hosp.; I. D 
Jones, Middlesex Hosp.; Julian Kastelian, Westminster Hosp. ; 
Gladys E. Keith, Roy. Free Hosp.; A. R. R. Kent and B. 8S. 


i Denton, 
Ian Donald, 
Free Hosp. ; 


Kent, Middlesex Hosp.; G. M. Kerr, St. Thomas’s Hosp. ; 
J. D. Kinnear, Middlesex Hosp.; Iris M. Lamey, Roy. Free 
Hosp.; H. A. Leggett, Guy’s Hosp.; A. D. Le Vay, Univ. 
Coll. Hosp.; E. R. Mountjoy, St. Bart.’s Hosp.; Mary G 


Murphy, Univ. Coll. Hosp.; Alice L. Musgrave and Muriel L 
Newhouse, Roy. Free Hosp. ; M. G. O’F lynn, St. Mary’s Hosp. ; 
V.G. Peckar, Univ. Coll. I osp.; F. E. Pitt-Payne, Guy’s Hosp. ; 
Nallarakuppillai Ponnampalam, Univ. Coll Hosp ; Dorothy &. 
Pope, Roy. Free Hosp.; A. E. K. Price and O. N. Ransford, 
Middlesex Hosp.; A. N. Roy, St. Bart.’s Hosp.; C. P. Sames, 
St. Mary’s Hosp.; J. A. Smart and E. R. Smith, St. Thomas's 
Hosp.; Christine M. Stacey, Roy. Free Hosp.; G. R. Steed, 
King’s Coll. Hosp.; Shelagh M. Streatfeild, Roy. Free Hosp. ; 
R.W. Theeteee, x... Bart.’s Hosp.; D. P. van Meurs, St. avg Ag 
Hosp.; P. Vilain, King’s Coll. Hosp.; R. N. E. Watt, 
Thomas’s ant R. R. Willcox, St. Mary’s Hosp.; A ee 
Williams, St. Bart.’s Hosp.; M. R. Woods, Guy’s Hosp.; and 
Muhammad Yasin, St. Thomas’s Hosp. 

The following students have passed in one of the two 
groups of subjects : 

Group I.—Sheila M. Anderson, J. R. Ascott, Evelyn G. 
Ashton, Mary Baker, A. D. Bateman, A. A. Beazeley, P. E. G. 
Burnett, H. S. Davies, Eva M. Drown, L. R. L. Edwards, Phyllis 
M. Edwards, B. H. Ellis, C. N. Faith, G. A. Fairlie-Clarke, 
Rachel D. Fidler, A. C. Gee, C. H. George, G. L. Gryspeerdt, 
Neil Hamlin, Ruth Hull, 4. me. <* Erwin Je yha, E. L. 
Loewenthal, Norma M. MacLeod, J. Mair, C. Nicol, A. J. 
Nimmo, Thomas Partington, Slisabeth C Randell, S. T. Ruther- 
ford, Gregory Shneerson, J. i. Sproule, Augustus Stephens, 
Leader Stirling, G. K. Taylor, J. W. Thompson, W. G. Tillmann, 
Eileen W. Town, J. W. B. Waring, R. M. Williams, A. D. Willis, 
L. J. Wolfson, and George Wynn . 

Group II.—C. E. Aston, G. D. 8. Briggs, J. ¢ 
Elizabeth M. Cadbury, L. F. Dale, J. 4; Dubash, G. F. Edwards, 
B. F. B. Gulliver, J. H. H. Keall, K. B. Lennox, Ww. M. 
Owen, F. L. E. Musgrove, Gladys L. —, G. Talbot, 
I. B. J. Shean, Mary R. Thompson, D. ¥ N Wallace. Cc. P. 
Warren, and R. O. Yerbury. 


University of Sheffield 
Dr. R. W. John has been appointed research assistant 
to the department of pathology. 


University of Dublin 

At recent examinations at the School of Physic, Trinity 
College, the following candidates were successful :— 

FINAL MEDICAL EXAMINATION, PART IL 

Medicine.—W . T. Kenny, H. M. Buchanan, C. H. Blackham, 
T. P. Griffin, J. R. Steen, ‘Bridget P. Mansfield, M. D. Thorp, 
Thaddeus Fallon, M. C. 'W arnock, Noel M‘Sharry, mn ©. i. 
Cooke, Samuel Rubin, B.W. Hughes, J.F. Rishworth, R.S. M. 
Cooke, R. J. Sandys, C.G. Reilly, C. W.L. Macnamara, M. D.M. 
Bergin, J.C. M‘Neilly, Nathan Marks, H.8. Boyce, F. A. Hanna, 
and D. B. George. 

Surgery.— J. R. Steen and E. M. Cochrane (with second-class 
honours); 8. G. Heaton, D. P. Beckett, Grace M. Wild, Sterling 
Tomlinson, J. N. G. Drury, J. B. Plews, J. M. Caldwell, C. W. L. 
ye J. G. Nixon, Neville Jackson, Patricia M. J. Con- 
way, C. H. Blackham, Maureen N. 8. Mason, M.D. Thorp, C. G 
Reilly, ‘and Samuel Rubin. 

Midw ifery—M. F. X. Slattery 
J. P. Condon, T. P. Griffin, T. W. Hanna, H. J. R. Henderson, 
mm Se. Lutton, and D. P. Beckett (with second-class honours) ; 
DD. E. Meares, Neville Jackson, L. N. Lynch, H. 8. Boyce, 
I. Warnock, and R. J. Sandys. 


. M. Browne, 


(with first-class honours) ; 


E. R. Coetzee, L 








a 5, Hinbinaet 


1464 THE LANCET] MEDICAL NEWS 


Royal College of Surgeons of England 

A meeting of the council was held on Dec. 9th, with 
Sir Cuthbert Wallace, the president, in the chair. An 
autographed copy of the Hunterian oration delivered by 
Sir John Bland-Sutton in 1923 and an autographed copy 
of the speech delivered by Mr. Rudyard Kipling at the 
dinner the same evening was received from Lady 
Bland-Sutton, and a miniature of John Abernethy from 
Mr. L. R. Braithwaite. 

The council arranged for lectures to be given in 
February by Sir Arthur Keith, F.R.S., on the Mount 
Carmel skeletons, and by Dr. W. E. Gye, director of the 
Imperial Cancer Research Fund, on cancer research. 

It was reported that at the examination for the primary 
fellowship just concluded in Australia 3 candidates out 
of 6 were successful at Sydney, and 17 out of 35 were 
successful at Melbourne. 

Diplomas of fellowship were granted to the following 
candidates :— 

P. M. Moffatt, M.D. Lond.; Geoffrey Hyman, M.B. Leeds ; 
J. H. Hughes, M.D. Liverp.; A. K. Monro, M.B.Camb.; R. G. 
Gilbert, M.B. Lond.; R. G. Reid, M.B. Lond.; G. C. Sawyer, 
M.B. Lond.; F. W. Shepherd, M.D.Camb.; W. R. Hunter, 
M.B. Liverp.; D. R. Davies, M.B. Lond.; G. A. Myers, M.B. 
N.Z.; M. B. Khan, M.B. Leeds; A. H. Hunt, B.M. Oxon. ; 
T. G. Tregaskis, M.B.Lond.; A. F. Bryson, M.B. Camb. ; 
H. M. MeGladdery, M.B.Lond.; J. L. Collis, M.B. Birm. ; 
H. T. Laycock, M.B. Camb.; A. H. Siddons, M.B. Camb. ; 
Dipak Bhatia, M.B. Punjab; 3B. B. Hickey, B.M. Oxon. ; 
F. B. Thomas, M.B.Camb.; Sholem Glaser, M.B. Lond. ; 
L. J. Honeywill, L.R.C.P.Lond.; Johannes Hanekom, M.B. 
Cape; P. T. Joseph, M.B. Madras; B. N. Bandyopadhyaya, 
M.B.Caleutta; J.W.Cope, B.Ch.Camb.; 8. K. Datta, M.B. 
Calcutta ; C. 8. Day, M.D. Toronto; Gladys H. Dodds, M.D. 
Edin.: G. K. Harrison, M.D. Toronto; T. J. B. A. MacGowan, 
M.B. Glasg.; B. T. H. Marteinsson, M.D. Manitoba; G. M. 
Mes, Arts, Amsterdam and London Hospital; G. N. Morris, 
M.B. Melb.: R. K. Reeves, M.B. Adelaide; A. M. Rennie, 
M.B. Aberd.; A. H. Sangster, M.D. Dalhousie; W. N. Searle, 
M.B.N.Z.; H. A. D. Small, M.B.N.Z.; R. G. Taylor, M.B. 
Dubl.; N. J. Townsley, M.B. Belf.:and J. F. Ziegler, M.B. Melb. 

Licences in dental surgery were granted to the following 
candidates : 

H. A. Bali, W. B. J. Baskin, D. C. P. Battersea, A. J. Belsey, 
P. C. Bisson, Hewitt Bridgeman-Williams, W. R. C. Brown, 
D. W. Bugg, 8. E. Burt, A. G. Clark, A. W. Combeer, E. J. 
Dunford, Peter Ellis, Christian Faarup, Solomon Farro, D. R. 
Finch, R. A. Gray, R. L. Greenfield, R. M. Griffiths, G. N. Hall- 
Jones, M. A. Hamid, A. R. Hayes, G. 8. Hoggins, C. L. Hollick, 
Percy Hope-Johnstone, V. E. Ireland, K. B. Jeyes, J. I. Johnson, 

D. M. Jones, R. L. Kenyon, H. C. Killey, Harbans Lal, 
Bernard Leton, W. E. Lyne, J. E. Mann, R.W. Marston, E. T. 
Mason, W. D. Odinga, Anthony Rand, Kelvin Rees, A. D. 
Renson, 8. G. Scott, B. E. Sebley, N. T. Smith, K. A. Stanyon- 
Jacques, J. R. Tilley, W. L. Trick, R. A. Wheatley, G. L. M. 
Williams, D. H. Windell, and E. W. Wright. 

Diplomas in anesthetics were granted jointly with the 
Royal College of Physicians to the following candidates : 

A. H. L. Baker, A. H. Bruce, Eva G. Byrde, J. C. Buckle 
Bessie E. Cook, Ellen B. Cowan, M. H. A. Davison, A. J. 8. 
De Freitas, L. M. De Silva, S. F. Durrans, Florence Faulkner, 
W. B. Gough, George Gray, J. R. G. Harris, J. K. Hasler, Ursula 
Y. Im Thurn, Freda C. Kelly, J. O. Moffat, D. A. Prothero, 
G. R. Rawlings, W. H. Scriven (Capt. R.A.M.C.), E. W. O. 
Skinner, G. C. Steel, and Oliver Walker. 

Royal Faculty of Physicians and Surgeons of Glasgow 

At a meeting of the faculty, held on Dec. 6th, with Dr. 
John Henderson, the president, in the chair, the following 
candidates were admitted to the fellowship :— 

Kenneth Fraser, M.B., and Alexander Lyall, M.B. (Glasgow) ; 
Rustom Jal Vakil, M.B., M.R.C.P. (London) ; and Anna Vareed, 
M.B. (Edinburgh). 

German Congress on Internal Medicine 

The fiftieth congress of the Deutsche Gesellschaft fiir 
innere Medizin will be held from March 28th to 31st in 
Wiesbaden under the presidency of Prof. Assmann 
(K6nigsberg). The principal subjects for discussion will 
be tests of cardiac efficiency and the function and diseases 
of the suprarenals. 

German Society for Study of the Circulation 

The eleventh congress of the Deutsche Gesellschaft 
fiir Kreislaufforschung will be held at Bad Nauheim on 
March 26th and 27th, 1938, under the presidency of Prof. 
W. Nonnenbruch. The main subject for discussion will 
be circulatory collapse, and the speakers will include 
Gollwitzer-Meier (Bad-Oeynhausen), Siebeck (Berlin), 
Kirschner (Heidelberg), Schoen (Leipzig), Henderson 
(New Haven), Riihl (Berlin), Ewig (Ludwigshafen), 
Eppinger (Vienna), Fischer-Wasels (Frankfort-on-Maine), 
Clara (Leipzig). Further information may be had from 
Prof. E. Koch, at the Kerckhoff-Institut, Bad-Nauheim. 
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Royal Society of Medicine 

The Colyer prize of this society, which was founded to 
commemorate the 25 years’ service of Sir Frank Colyer 
as honorary curator of the odontological museum, will 
be awarded in 1938. 

It will be given for the best original work in dentai science 
completed during the last five years by a dental surgeon 
educated at any duly recognised dental school in Great Britain 
or Northern Ireland who has not been qualified for more than 
five years at the date of the award. Applications should be 
submitted to the secretary of the society, 1, Wimpole-street, 
London, W.1, not later than March 31st. 

Epsom College 

The Old Epsomian Club celebrated the diamond jubilee 
of the annual dinner on Dec. 9th at the Café Royal. Dr. 
8. Duke Turner took the chair for the second year in 
succession, deputising for the president, Col. Crawford, 
who had gone to India. Dr. Turner, proposing Col. 
Crawford’s health, said that he had given numerous bene- 
factions to the college, and also scholarships with the only 
condition that the boys should have no connexion with 
medicine. After he had read a long message from him 
Dr. Turner went on to propose Floreat Epsomia, saying 
that old boys had had every reason to be proud of their 
school. Among other things it had the best science 
laboratories and sanatorium in the country. Rev. Arnold 
Powell, the headmaster, in his reply reviewed the scholastic 
and athletic successes of the college. Its uncomfortably 
rapid growth to nearly 500 boys this year had called for 
three new masters, three day rooms, and a dining-hall. 
The change to the Oxford and Cambridge Joint Board 
examinations had enabled comparison with other schools, 
and this year they had come third, after allowance had 
been made for size. Mr. D. 8S. Clogg proposed The Guests 
and read a letter from the first boy to enter the school, 
in 1855. Lord Leverhulme, the chairman of the college 
council, replied in ingenious and witty verse. Sir Cuthbert 
Wallace, president of the Royal College of Surgeons, also 
responding, said that Old Epsomians who had served 
under him had always turned out to be first class men. 
He thought it a mistake for a school to become too pro- 
fessional and narrow in its teaching. Specialties should 
be taught only after the boy had embarked on his new 
training at the university. 


London Association of the Medical Women’s 

Federation 

A meeting of this association was held on Dec. 8th, at 
the premises of Messrs. Hazell, Watson and Viney, Long 
Acre, W.C., printers of Tae LANcET. Small parties were 
conducted round the works and inspected processes of 
setting up copy by monotype machines; correcting 
errors of composition; making-up and imposition of 
pages; printing; and folding, gathering, and stitching. 
In the course of the evening Dr. M. H. Kettle commented 
on some editorial aspects of the printing arrangements. 
Some 70 members were present. In the unavoidable 
absence of the president, Miss E. C. Lewis, Dr. Letitia 
Fairfield thanked the directors for the opportunity offered 
to see THe LANCET in the making and for their hospitality. 


National University of Ireland 

On Dec. 9th at a meeting of the senate the degree of 
M.D. was awarded to D. J. Cannon, Prof. T. W. T. Dillon, 
and E. W. Kirwan, and the degree of Ph.D. to M. G. A. 
Little. 


London-Manchester Medical Society 

This newly formed medical society will hold its first 
annual dinner at the May Fair Hotel, London, on 
Thursday, Jan. 20th, at 7.45 p.m. Further particulars 
may be had from the hon. secretary, Mr. Albert Davis, 
93, Harley-street, W.1. 
Institute of Sociology 

The field studies department of the institute is organising 
a winter school of sociology and c.-7ies to take place from 
Jan. Ist to 8th under the direction of Mr. Alexander 
Farquharson. There will be a course of general lectures 
on sociological subjects and field-work methods will be 
demonstrated in the royal borough of Kensington. Particu- 
lars may be had from the hon. organiser of field studies 
of the institute, Le Play House, 35, Gordon-square, 
London, W.C.1. 
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Royal Society 

Dr. M. C. G. Israéls, assistant director of the department 
of clinical investigation and research at the Manchester 
Royal Infirmary, has been appointed to a Foulerton 
research fellowship. He proposes to carry out research 
on the nature and etiology of leukemias and allied 
conditions, 


Lectures on Speech 

Ten lectures on the mechanics of speech and voice are 
to be given by Mr. Robert Curry and Dr. Douglas Guthrie 
at the Edinburgh School of Speech-training and Dramatic 
Art, 8, Moray-place, Edinburgh. The first lecture will be 
on Jan. 13th at 5.30 P.M. 


Restorations to the Medical Register 

At the meeting of the General Medical Council reported 
in our issues of Nov. 27th and Dec. 4th the names of Harold 
Burt-White, A. D. Buchanan, and Paul Vertannes were 
restored to the Medical Register. The following names, 
erased through failure to communicate changes of address 
to the registrar, have also been restored: W. B. Allan, 
F. T. Birkinshaw, Elijah Brown, D. G. Coll, C. F. W. de 
Saram, K.J. M. Graham, B. F. Hartshorne, D. M. Lala, 
L. M. Park, Samuel Robinson, and Janette R. Wilson. 


Course in Psychological Medicine 

Lectures and practical instruction for those preparing 
for a diploma in psychological medicine will be given at 
the Maudsley Hospital from January to May, 1938. 
Further information may be had from Prof. F. Golla, 
hon. director of the medical school, the Maudsley Hospital, 
London, 8.E.5. 


Cookery in Schools 

Lord Stanhope, the president of the Board of Education, 
has decided to appoint a departmental committee to con- 
sider the teaching of domestic subjects, and particularly 
cookery, in public elementary schools. The board has 
also issued a circular to local education authorities on the 
need for further facilities for teaching cookery to young 
women, and has asked them to provide further oppor- 
tunities for instruction in cookery and family catering 
next session. 


Births, Marriages, and Deaths 


BIRTHS 


BEYNON.—On Dec. 13th, to Dr. Constance Lang Beynon, the 
wife of Dr. John Beynon, Brighton—a daughter. 

FOWLER.—On Dec. 10th, at Crowborough, the wife of Dr. Eric 
Fowler—a son. 

GAIRDNER.—On Dec. 10th, at Ide, Exeter, the wife of Alan C. 
Gairdner, F.R.C.S. Eng.—a son. 

LLoyp.—On Dec. 6th, at Cheltenham, the wife of John P. F. 
Lloyd, F.R.C.S. Eng.—a son. 

PIRRIE.—On Dec. 10th, at King’s College Hospital, the wife of 
Dr. Denis Pirrie—a son 

RAMSAY.—On Dec. 7th, at Hampstead, the wife of Dr. Hugh 
Ramsay—a son. 

Ross.— On Dec. 13th, the wife of Dr. J. S. Ross, Welwyn Garden 


ity—a son. 
MARRIAGES 


VAIZEY—NEEDHAM.—On Dec. 11th, at Stone, Staffordshire, 
John Michael Vaizey, M.D., M.R.C.P., to Constance, 
elder daughter of Mr. Reginald Needham, of Stone. 


DEATHS 


DUKE-WOOLLEY.—On Dec. 11th, at Hanover-terrace, Regent’s 
Park, F. D. Duke-Woolley, M.R.C.S. Eng. 

HAMILTON.—On Dec. 10th, killed in the Castlecary railway 
accident, Lieut.-Col. William Gavin Hamilton, M.R.C.S. 
Eng., D.P.H., I.M.S. (retd.), formerly Inspector-General] of 
Jails, Bengal, of Dunaivon, Rhu, Dumbartonshire, lately 
of Guildford. 

LUTHER.—On Dec. 11th, at Camberley, Surrey, Colonel Anthony 
John Luther, C.B., L.R.C.P.L., late R.A.M.C. 

O’DONNELL.—On Dee. 10th, at 19, Worsley-road, Hampstead, 
Thomas Moore O’Donnell, L.R.C.8.1., of Tunbridge Wells. 

SADLER.—On Dec. 9th, at King Edward VII Hospital, Windsor, 
William Mackenzie Sadler, M.D.Lond., late of Slough, 
aged 64. 

TATE.—On Dec. 12th, at Bideford, John James Tate, L.R.C.P.I., 
aged 69. 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths, 
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Medical Diary 


December 20th to December 25th 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY. 
5.30 P.M., general meeting of fellows. 


EUGENICS SOCIETY. 
TUESDAY.—5.15 P.M. (rooms of the Royal Society, Burlington 
House, Piccadilly, W.), Mr. J. C. Trevor: Some Anthro- 
pological Considerations of Race Crossing. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- 


road, W. 
TUESDAY.—4.30 Pp.m., Dr. C. M. 
the Nervous System. 


Hinds Howell: Syphilis of 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Dr. ’.. Stamp: Bacteriological 
Diagnosis, Prophylaxis, and Treatment of Enteric Fever 
3 P.M., clinical and pathological conference (surgical). 
4.30 p.M., Dr. S. R. Gloyne: The Pathology of Tuber- 
culosis. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 


_THE LANCET 100 YEARS AGO 


December 16th, 1837, p. 393. 


From a lecture by Dr. Marshall Hall on Fever, 
delivered at the Theatre of Anatomy and Medicine, 
W ebb-street, Southwark. 


The first question in reference to fever, is this :—Can 
fever exist without some topical inflammation as its 
immediate or proximate cause ? In other words, can fever 
be idiopathic or primary ? or is it always and necessarily 
symptomatic ? . . . To those who still contend for the 
localisation of fevers, I would put these questions : How 
do you view rubeola, scarlatina, variola, &c.? Are these 
eruptive fevers symptomatic, or consecutive, and depen- 
dant upon the condition of the air passages, the posterior 
nares and fauces, the skin, respectively ? or are these local 
affections, not the local cause, but simply part and parcel 
of the whole disease ?—they are sometimes absent, or 
nearly absent, altogether! As you view these febrile 
affections then, so regard the synochus and the typhoid 
fevers, of which I am about to treat, and there will be 
an end of all dispute. In the former of these, there is 
frequently no complication, except herpes oris; in the 
latter, the disease of the intestinal glands must be con- 
sidered as bearing the same relation to the fever, as the 
pustules on the external and internal surfaces do to that 
of variola. To prosecute this dispute any further would 
be alike vain and unprofitable. I will now briefly 
state my own opinion :—1l. I consider that there is an 
order of fevers, induced by fatigue, anxiety, watching, 
and other similar causes, which vary with the age, sex, 
and constitution of the patient, and which may be com- 
plicated with local affection, but in which such local 
affection is by no means essential as the cause of the fever. 
I shall call this order of fevers, which I shall describe very 
particularly hereafter, Synochus, or common fever, from 
ordinary causes. 2, There’ appears to be another fever, 
more peculiar in its causes, nature, symptoms, and morbid 
appearances, and in the persons whom it attacks, which 
is true typhus. In this there is always disease of the glands 
of the intestines; and there are other morbid changes, 
less constant, and less essential. 3. There is a third kind 
of fever, not less peculiar in its source, symptoms, morbid 
anatomy, and treatment, viz. Intermittent, or Ague; it 
is usually induced by marsh miasmata, or effluvia, and it 
is apt to induce, in its turn, disease of the spleen, and 
dropsy. This appears to me to be a simple view of a 
complicated subject... . 
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NOTES, COMMENTS, AND ABSTRACTS 


POISONOUS SOLVENTS IN INDUSTRY 


Many of the non-aqueous solvents employed in 
industry are selected because of their relatively high 
vapour-tension and the consequent ease with which 
they can be separated, by distillation or mere 
evaporation, from the substance dissolved. When 
the conditions of use do not allow recovery of the 
solvent—as for example in the use of varnishes, 
lacquers, and ‘‘ dopes ’—the proportion of vapour in 
the air of the workroom becomes considerable and 
may have a serious effect on the health of workers, 
apart from possible damage done by contact of the 
solvent with the skin. Dr, Ethel Browning’s mono- 
graph! is therefore to be welcomed, and von 
Oettingen’s account? of an important group of 
bodies, which from their relatively non-inflammable 
character have much to recommend them, may 
usefully be considered with it. 

The official committee responsible for Dr. Browning's 
report wisely point out that “ the number of chemical 
compounds used as solvents is large, but unfortunately 
the number of proprietary names is much larger, 
and a toxie substance may be concealed under such 
aname. It has not been possible to give a glossary 
of proprietary names and this report will only be of 
service in judging the safety of a solvent in those 
cases where the chemical nature of the solvent is 
known.” Warnings as to the care with which experi- 
ments on small animals should be used as a guide to 
the effects of substances on man and as to’ the 
difficulty of relating the results of ingestion or sub- 
cutaneous injection to those of the more usual 
industrial hazard of absorption through the lungs are 
also given. 

Of 13 hydrocarbon solvents considered by Dr- 
Browning, benzene—i.e., the hydrocarbon C,H,; 
derived from coal-tar, not the light petroleum spirit, 
benzine—appears to be the most dangerous, its 
higher homologues, toluene and xylene showing less 
strongly toxic properties. Benzene is mainly 
absorbed through the lungs, but also, because of its 
lipoid-solvent action, through the skin. Excretion is 
also mainly via the lungs, although less than a tenth 
may escape as oxidation products through the 
kidneys. Dizziness, catarrh, depression, insomnia, 
bad dreams, yellow pallor, and cardiac distress are 
among the symptoms of acute poisoning, and these 
have often been followed by death, with charac- 
teristic post-mortem fluidity of the blood. Damage 
to the blood is one of the most important effects of 
chronic benzene poisoning, and benzole (=benzene) 
intoxication may have a lasting effect on the organism, 
manifested both by symptoms remaining long after 
removal from exposure and by the persistence of an 
abnormal blood picture. It is evident that this very 
common hydrocarbon should not be used for long 
periods unless precautions are taken to prevent 
accumulation in the air and unless the workers 
undergo regular medical inspection. 

Turpentine may cause renal irritation, but the 
evidence is somewhat conflicting. A violet odour of 
the urine is (as Bacon remarked) a common result of 
working with this solvent, which has been used 


' Toxicity of Industrial Organic Solvents: Summaries of 
Published Work. Compiled by Ethel Browning under the direc- 
tion of the Committee on the Toxicity of Industrial Solvents. 
London: H.M. Stationery Office. 1937. Pp. 388. 7s. 6d. 

* von Oettingen, W. F., The Halogenated Hydrocarbons: 
+ Toxicity and Potential Danger. J. industr. Hyg. 1937, 

, 350. 


throughout the ages without being considered par- 
ticularly harmful. Tetrahydronaphthalene, although 
of doubtful toxicity, causes the excretion of green 
urine, even when used as a solvent for floor polish. 

Among the alcohols, the first of the series, methyl 
alcohol, may cause blindness and other symptoms, 
but it is thought that idiosyncrasy plays a large part 
in the development of toxic symptoms. The higher 
alcohols, containing more carbon atoms in the 
molecule, are progressively more toxic, but this 
effect is countered in inhalation by their lower 
vapour-tensions and the consequent lower con- 
centrations possible in the air exposed to them. 

Dr. Browning deals only with those chloro- 
compounds that are used as industrial solvents, and 
therefore includes some aromatic compounds. Von 
Oettingen confines himself to derivatives of the lower 
members of the aliphatic series, but includes com- 
pounds of all four halogens. His long paper is full 
of interesting and useful information and he makes 
gallant attempts to reduce the data at his disposal to 
some system. The best criterion for the chronic 
toxicity of the chloro-compounds he considers to be 
their hepatoxie action, and indeed the number of 
papers dealing with the production of yellow atrophy 
of the liver following the use under varying con- 
ditions of several of these compounds cited by him 
and by Browning shows how great the risk is. Apart 
from this the whole group, not excluding chloroform, 
has a very bad reputation, notwithstanding the 
usefulness of carbon tetrachloride in treatment of 
hookworm and of trichlorethylene for trigeminal 
neuralgia. The action of many of the chloro- 
compounds is complicated by the probability that 
preparations used contained more than one chemical 
species. It seems impossible to extract any clear-cut 
conclusions as to the factors that determine the 
differences observed in the action of this group, the 
chemical relationships of which are well known. 
After many attempts at reaching definite conclusions 
von Oettingen says: ‘‘ These tabulations show that 
the sequence of different chlorinated hydrocarbons 
varies with different physiological properties and that 
some are especially toxic in regard to their late 
effects and othersin regard to their immediate action.” 
Until it is known how these compounds act upon the 
body they must all be considered potentially dan- 
gerous and the conditions of their use, either in 
industry or in medicine, must be carefully watched. 

The two works under review should be of great 
value to practitioners concerned with the health of 
industrial workers, and would repay study by those 
who are inclined to make use of any of these 
compounds in medical practice. 


THE CHILD OF THE PERIOD 


Mr. J. H. Dowd is known to readers of Punch as 
an illustrator who brings a sense of design into his 
drawings. The book called ‘ Serious Business ”’ is 
(up to date) his masterpiece. Published by Country 
Life at the low price of half a guinea, it consists of 
dozens of studies of children, at work and play, in 
line and water-colour. The text, by Brenda Spender, 
suffers under the disadvantage that the reader cannot 
easily stop looking at the pietures. Mr. Dowd can 
catch a child at the instant before dashing down a 
spring-board, or looking cold after a bathe, in a way 
that leaves photographers standing; and his little 
boys and girls, in their period clothes or lack of them, 
would—for the right people—be very pleasant friends 
to make at Christmas. 














NICOTINIC ACID AND THE PELLAGRA- 
PREVENTING (‘*P.P.’”?) VITAMIN 


IN an address to the Birmingham University 
Biochemical Society on Dec. 9th, Mr. Leslie Harris, 
Se.D., of the Cambridge Nutritional Laboratory, 
referred to the findings in some current work on the 
chemical nature of the pellagra-preventing factor. 

He said that the suggestion of a connexion between 
nicotinic acid and *‘ vitamin B’”’ was not a new one. 
Some 24 years ago Funk in England and Suzuki in 
Japan had succeeded in isolating nicotinic acid from 
active “‘ antineuritic ’’ concentrates, and it was once 
supposed that nicotinic acid might in some way be 
related to vitamin B,. But later investigations had 
proved conclusively that pure nicotinic acid itself 
had no antineuritic action, and there the matter was 
left for some years, although the possible physio- 
logical importance of nicotinic acid was emphasised 
by the discovery of Euler that the acid amide of 
nicotinic acid was a component of cozymase. Recently, 
however, it had been found that nicotinic acid or 
its amide had a growth-promoting action for certain 
micro-organisms (Knight, Mueller, Holiday), or for 
pigeons or rats kept on various diets deficient in 
some portion of the B, complex (Funk and Funk ; 
Frost and Elvehjem). Special importance had 
attached to the statement of Elvehjem and _ his 
co-workers that nicotinic acid or its amide was cura- 
tive of *‘ black tongue ”’ in dogs; and work had now 
been done to link these new results with observations 
made at the Cambridge Nutritional Laboratory a 
year or so back. Here experiments by Birch, Gyérgy, 
and Harris had shown that what had hitherto been 
called “ vitamin B,”’ consisted in reality of three 
distinct factors—namely, lactoflavin, vitamin B, 
(the ‘“‘rat dermatitis factor’), and the pellagra- 
preventing factor proper. The latter appeared to 
be identical with the ‘“ anti-black-tongue ”’ factor for 
dogs. More recently, Harris had confirmed these 
results as to the tripartite nature of the ‘‘ vitamin B, ”’ 
complex and had shown furthermore that monkeys 
also developed a disease (‘‘ monkey pellagra’’) analo- 
gous with human pellagra when restricted to a diet 
deficient in the P.P. factor but containing the other 
known constituents of the B, complex. 

A trial of nicotinic acid on monkeys which were 
developing symptoms of nutritive failure on a diet 
deficient in the P.P. factor now indicated that this 
substance had in fact a curative action; further 
work was needed, however, to ascertain whether 
nicotinic acid was the sole deficiency in such a diet. 
Nevertheless these results and the findings of other 
workers seemed sufficiently encouraging to warrant 
a trial on human beings suffering from pellagra,. 

Through the collaboration of Dr. A. Hassan of 
the faculty of medicine at Cairo, tests under controlled 
conditions had been made on pellagrins in Egypt. 
In preliminary trials, two cases of spontaneously 
occurring pellagra at the Khanka Asylum and three 
at Abuzaabal Prison had been examined, together 
with three controls. All variables, such as the com- 
position of the basal diet, the amount of work done 
daily, and the extent of exposure to sunlight were 
kept unaltered for all subjects. Nicotinic acid given 
by mouth up to a maximum level of 4 gramme daily 
was found to hasten the subsidence of the erythema 
in all the cases. At the asylum the general condition 
of the pellagrins was likewise improved, but at the 
prison the beneficial effect seemed largely limited 
to the specific action on the erythematous lesions. 

It might safely be concluded therefore that the 
nicotinic acid duly rectified a deficiency in these 
pellagra-producing diets. The results made it seem 
likely that the prison diets were deficient in some 
additional factor, and in fact the asylum diet did 
contain more meat, more greens, was better prepared, 
and included some wheaten bread—the bread at 
the prison consisting of one quarter of maize. The 
possibility had therefore still to be borne in mind 
that nicotinic acid was not the sole major deficiency 
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in some pellagra-producing diets—in other words 
that pellagra as sometimes seen might be accom- 
panied by more than one dietary error. Apart from 
this, it seemed probable that nicotinic acid (or amide) 
was the less active form, or ‘*‘ precursor ’’ of a more 
active variation of the P.P. vitamin, which could be 
formed from it within the animal body. 


STANDARDISATION OF INSULIN 


In an address to the Pharmaceutical Society in 
London on Tuesday last Mr. F. Wokes, of the College 
of Pharmacy, spoke about the standardisation of 
insulin. The original standard, he said, had been 
replaced, in 1935, by a new standard in which the 
activity was three times as high. The danger to the 
patient of even small variations in the potency of 
insulin had caused special attention to be paid to 
the accuracy of methods used to standardise it, and 
these might now be made to give results close to the 
true value. Recent events, however, had raised new 
difficulties. After the introduction of the new insulin 
standard in 1935, variations in results were encoun- 
tered which had necessitated modifications in the 
mouse method. Next came the introduction of prot- 
amine insulin, with its delayed action, by Hagedorn 
in 1936. No standard preparation of protamine 
insulin was yet available, and the present insulin 
standard, whose effect in lowering the blood-sugar 
did not persist more than 4—5 hours, was scarcely 
suitable for the assay of protamine insulin producing 
an effect lasting 6-10 hours. An attempt to meet 
these difficulties has been made by employing three 
separate assays: (a) an assay of the insulin before 
combination with protamine, to ensure that the 
starting material is correct potency: (b) an assay 
on the supernatant fluid left after removal of prot- 
amine insulin from its suspension, to show that 
combination of the insulin with the protamine is 
reasonably complete ; and (c) an assay to ensure that 
the protamine insulin has a prolonged action. These 
tests had only recently been devised, and might 
require modification. 


CEREBRO-SPINAL FEVER IN TURKEY 


THE current issue of the Bulletin of the Office Inter- 
national d’Hygiéne publique (1937, 29, 2152) con- 
tains an instructive communication by Dr. Asim 
Arar, director-general of health in Turkey, on the 
prevalence of cerebro-spinal fever in his country. 
The outbreak, which began in 1929, reached its peak 
in 1932 with 931 notified cases, and then showed a 
decline. A recrudescence however appeared in the 
first quarter of this year, when the number of cases 
amounted to 490, whereas during the whole of 1936 
the incidence did not exceed 510. Im a communica- 
tion to the Office in 1933 Dr. Arar stated that anti- 
meningococcal vaccine had been employed on a 
large scale with encouraging results, but had gradu- 
ally been abandoned owing to the decline in the 
disease, and preventive measures had been confined 
to a search for carriers and their treatment with 
Trypaflavin (euflavine) and isolation of the patients. 
Owing to the reappearance of the disease in epidemic 
form vaccination was again employed on a large 
scale, as shown by the fact that between Feb. 11th 
and March 3lst of this year 25,979 persons were 
inoculated. The epidemic again showed a definite 
decline and only 3 of the 25,979 inoculated developed 
the disease. Moreover ef these 3 cases the first 2 
showed symptoms only two or three days after the 
first two injections, and the other one four days after 
the third injection. 


HOSPITAL FILMS 


THE cinema film has been widely used by hospitals 
in their propaganda since Dr. E. Fretson Skinner 
successfully produced the first, showing an actual 
Day in a Hospital, in connexion with the centenary 
of the Sheffield Royal Hospital in 1932. Some years 
previously King Edward’s Hospital Fund had 
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displayed A Century of Progress at the Wembley 
Exhibition ; but that was a composite film giving 
selected scenes from a number of hospitals. The 
remarkable progress that has been made in the tech- 
nique of production was demonstrated at the Leicester- 
square Theatre on Dec. 7th when the Fund pre- 
sented The War without End to a crowded audience 
including the president, H.R.H. the Duke of Kent. 
In spite of the technical excellence of the production, 
however, it is doubtful whether it ‘* got over ”’ to the 
same extent as the homely film issued by a single 
hospital. When the incidents are drawn from a 
number of different hospitals it is not easy to provide 
a connected narrative ; yet it should be possible to 
overcome this defect in the same way as is done in 
other documentary films, such as those of the Post 
Office and Imperial Airways. The film suffered the 
further disadvantage that it was overshadowed by 
A Hundred Men and a Girl in which Deanna Durbin 
captured the audience. This showed that the environ- 
ment of the hospital film has to be taken into account 
as well as its composition. ‘ The story of the high 
adventure of healing,’’ as the King’s Fund film was 
described, was eclipsed by the success of a young 
girl’s efforts—quite impossible in actual life—to 
secure work for a hundred unemployed musicians. 
Perhaps many of the audience already knew too well 
the inside of a hospital. 





Appointments 


*AppnoTtT, K. D. G., L.R.C.P. Lond., Junior Resident Assistant 
Medical Officer (Grade 3) at Withington Hospital, Man- 
chester 

BLAKE, J.C., M.B. Lond., D.P.H. Eng., — al Superintendent 
at the South-Western Hospital (L.C. 

DUCKWORTH, GEOFFREY, M.R.C.P. erg Hon. Assistant 
Physician to St. John’s Hospital for Diseases of the Skin, 
London. 

Faia, 8S. T., M.D., M.R.C.P. Lond., Physician to the Norfolk 
and meee h Hospital. 

HARVEY, M. M.B. Edin., D.P.H., Assistant Medical Officer 
of Health for Pp lymouth. 

Heees, G. B. M., M.D., M.R.C.P. Lond., Hon. Assistant Physi- 
cian to St. John’s Hospital for Diseases of the Skin, London. 

*HOLLAND, C. B., M.B.Manch., Junior Resident Assistant 
Medical Officer (Grade 3) at Withington Hospital, Man- 
chester. 

HuMPuHRiEs, C. S., M.B.Camb., Temporary District Medical 
Officer for part of Peckham, Dulwich, and Sydenham. 
KELLEHER, W. H., M.D. N.U.I., D.P.H., Medica] Superintendent 

at the Western Hospital (L.C.C.). 

McKrown, K. C., M.B. Belf., Resident Surgical Officer at 
Croydon General Hospital. 

MANSFIELD, RutH, M.R.C.S. Eng., D.A., Hon. Anesthetist to 
Croydon General Hospital 

MURLESs, B. C., M.B. Camb., F.R.C.S. Edin., M.C.0.G., Patho- 
logist and Registrar at the Hospital for Women, Soho- 
square, ea 

NICHOLSON, N. J., M.B., F.R.C.S. Edin., Medical Superintendent 
at Louth Public Health Hospital. 

SARGANT, H. L. R., M.B. Edin., First Assistant Medical Officer 
at the Memorial Sanatorium of the Warwickshire and 
Coventry Joint Committee for Tuberculosis. 

WiLtson, KATHLEEN A., M.B. Dubl., L.M., D.P.H., Assistant 
Medical Officer for South Shields. 


Certifying Surgeons under the Factory and Workshop Acts: 
I 4 


ir. A. V. BoYaLt (Minehead District, Somerset); Dr. 
W. B. B. Brown (Aboyne District, Aberdeen). 


*Subject to confirmation. 


Vacancies 


For further information refer to the advertisement columns 
Ayr, Heathfield Infectious Diseases Hosp.—Asst. M.O.H. and Sen 

Res. M.O., £350 
Barking Hosp Res. M.O., £350. 
Birkenhead Municipal Hosp Deputy Med. Supt., £450. 
Birmingham C ity. Asst. Res. M.O. in Tuber. Section of P.H. 

Dept., £456 
Bradford City. a City Pathologist, £500. 
Bradford, Grassington Sanatorium.—Asst. M.O., £175. 
Brighton, Royal Susser County Hosp.—Cas. H.S., £120 
Burnley Municipal General Hosp.—Jun. Res. M.O., at rate of 

£150 

Burton-on-Trent General Infirmary.—H.P. and Cas. O., £150. 
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Calcutta, All-India Institute of Hygiene and Public Health.- 
Prof. of Maternity and Child Welfare, Rs. 450. 

nr", Addenbrooke’s Hosp.—H.P. and H.S., at rate of 
£130. 


Cardiff City Mental Hosp., Whitchurch.—-H.P., at rate of £200. 

Cardiff, Welsh National School of Medicine.—Asst. Lecturer in 
Dept. of Materia Medica and Pharmacology, £500. 

Chesterfield and North Derbyshire Royal Hosp.—H.S. to Ophth. 
and Ear, Nose, and Throat Depts., at rate of £150. 

Chichester, Royal West Sussex Hosp.—Hon Physician. 

Chichester, West Sussex County Mental Hosp.—tThird Asst. M.O., 
£350. 

Clinical Research Association Ltd., Watergate House, York 
Buildings, W.C.—Secretary, £250. 

Colchester, Severalls Mental Hosp.—Locum Tenens Asst. M.O., 
8 guineas. 

Doncaster Royal Infirmary.—H.S., at rate of £175. 

Dreadnought Hosp., Greenwich, S.E.—Receiving Room Officer, 
at rate of £100. 

Durham, Richard Murray Hosp., Blackhill._—H.S., £200. 

Eastern Dispensary, Leman- street, E.—Two Physic ians. 

East Grinstead and Uckfield Rurai Districts —M.O. H., £800. 

Eccles Borough.—Asst. M.O.H., £600 

Edgware, Redhill County Hospital.—Surgeon, £1000. 

Elizabeth Garrett Anderson Hosp., Euston-road, N.W.—Hon. 
Asst. Surgeon. Hon. Asst. Obstet. Surgeon. Also H.P., 
First, Second, and Third H.S.’s. and Obstet. Surgeon, 
each at rate of £50 

Fulham Metropolitan Borough, S.W.—Res. Temp. Asst. M.O. 
for Maternity and Child Welfare, at rate of £350. 

Conan pee Office, Headquarters Medical Branch.—Asst. M.O., 
£500 

Guy’s Hosp., S.E.—Res. Aneesthetist, at.rate of £125. 

ae for Consumption and Diseases of the Chest, Brompton, 
S.W.—Asst. Surgeon to Throat and Ear Dept. 

Hosp. for Sick Children, Great Ormond-street, W.C.—Asst. 
Pathologist, £400. 

Hospital for Tropical Diseases, Gordon-street, W.C.—H.P., at 
rate of £120. 

Hosp. of St. John and St. Elizabeth, 60, Grove End-road, N.W.- 
Res. H.P., at rate of £100. 

Huddersfield Royal Infirmary.—H.S., at rate of £150. 

Hull — Infirmary.—H.S. for Sutton Branch Hosp., at rate 
of £160. 

Infants Hosp., Vincent-square, Westminster.—Hon. Radiologist 

King Edward Memorial Hosp., Ealing, W.—Second Cons. 
Laryngologist. 

Lancaster County Mental Hosp.—Two Asst. M.O.’s, each £500. 

Liverpool and District Hosp. for Diseases of the Heart, Oxford- 
street.—H.P., at rate of £100. 

London County Council.—Asst. M.O., £750, Asst. Pathologist, 
£650, Consultants in Mental Diseases, each £200, Asst. 
M.0O.’s, Grade I, each £350. Also Asst. M.O.’s, Grade II, 
each £250. 

London Hosp., E.—Med. First Asst. and Reg., £300. Also First 
Asst. to Dept. of Thoracic Surgery, £15 

London University.— University Chair of Medicine at St. Bartho- 
lomew’s Hospital Medical College, £2000 

Manchester, Ancoats Hosp.—Asst. Pathologist and Radiological 
Officer, each £400. 

Manchester Royal Eye Hosp.—Jun. H.S., £120. 

Miller General Hosp., Greenwich-road, S. E. —Hon. Asst. Ophth. 
Surgeon. Also Hon. Asst. Physic jan. 

Northampton General Hosp.—Hon. Surgeon. 

Pontefract General Infirmary.—Second Res. M.O., at rate of £150. 

Preston and County of Lancaster Royal Infirmary.—H.S.and H.P.., 
each at rate of £150. 

Putney Hosp., Lower Common, S.W.—Res. M.O., £150. 

Rotherham C.B.—Asst. M.O.’s, each £600 

Royal Cancer Hosp., Fulham-road, S.W.—Res. M.O., £200. 

Royal College of Surgeons of England.—Member of the Court of 
Examiners. 

Royal Free Hosp., Gray’s Inn-road, W.C.—M.O. for V.D. Dept., 
£450, Med. Reg. £200. Also Med. Reg, , at rate of £200. 
Royal Masonic Hosp., Ravenscourt Fer, —Res. M.O., £300. 

Royal Naval Medical Service —M.0. 

St. Bartholomew's Hosp., E.C.—W hele-time Chief Asst.in X-Ray 
Diagnostic Dept., at rate of £400—£500. 

St. George’s Hosp., S. W.—H P., at rate of £40. 

St. John Clinic and Institute of Physical Medicine.—Ranelagh- 
road, S.W.—Med. Reg., £200. 

St. Mary’s Hosp. for Women and Children, Plaistow, E.— Hon. 
Ophth. Surgeon. 

St. Mary’s Hosp., W.—Med. Reg., £200. 

Sheffield Royal Infirmary.—Sen. Cas. O., at rate of £150. 

Stoke-on-Trent, North Staffordshire Royal Infirmary.—H.S., at 
rate of £150. 

Cateorey of Wales.—Davies Professorship of Tuberculosis, &c., 
£1506 


Ww — ic Ieshire and Coventry Mental Hosp., Halton.—Temp. M.O., 


Ww id eke penta Hosp., Goodmayes.—Two Jun. Asst. M.O.’s, 
each £350 

West London Hosp., Hammersmith- road, W.—Hon. Ophth. Surg. 
Also Cas. O., £25 

Willesden ( AM aang Asst. M.O., £600. 

Windsor, King Edward VII Hosp.—Two H.S.’s and Cas. O., 
each at rate of £100. 

Wolverhampton and Midland Counties Eye ee F —H.S., £150. 

Wolverhampton, Royal Hosp.—Res. Surg. O., £20 


The Chief Inspector of Factories announces a vacancy for a 
Certifying Factory Surgeon at Mossley (Lancashire). 


Medical Referee under the Workmen’s Compensation Act, 


1925, for the Whitehaven and Millom ; and Workingtonand 


Cockermouth County Court Districts (Circuit No. 3). 
Applications should be addressed to the Private Secretary, 


Home Office, Whitehall, London, S.W.1, before Jan. 3rd 
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